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FOREWORD 


The QUARTERLY Review OF SURGERY provides a systematic plan, organized for the 
purpose of making available a concise and authoritative presentation of the current 
progress, trends, and attitudes in all branches of surgery. Compiled from every de- 
pendable source, this plan covers all state, national, and special journals as well as 
the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by com- 
ments of the members of the Editorial Board, based upon the summarizing of their 


own clinical experiences as well as those of other recognized authorities. All data are 
classified and published under the following headings: 


1. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 
2. Preoperative and Postop- 10—A. Abdominal Wall 10—I. Spleen 
erative Therapy 10—B. Hernia 11. Proctology 
3. Tumors 10—C. Peritoneum 12. Genito-urinary Surgery 
4. Neurosurgery 10—D. Stomach and Duo- 13. Gynecologic Surgery 
5. Head and Neck denum 14. Vascular Surgery 
6. Plastic Surgery 10—E. Intestines 15. Orthopedic Surgery 
7. Thyroid and Parathyroid 10—F. Appendix 16. Traumatic Surgery 
8. Thoracic Surgery 10—G. Liver and Biliary 17. Miscellaneous 


Breast Tract 18. Book Reviews 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classi- 
fication, immediately following the abstracts, there will be published references to 
current articles not abstracted. 


| A section entitled International Record of Surgery is to be included at the begin- 


ning of the journal. The Record Section will consist of advanced clinical and experi- 
mental reports, 


The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D.. Department of Surgery 
University of Washington. Seattle 5. Washington 


The 1951 Cumulative Index will be published in the March 1952 issue., 


Published Quarterly by 
THE WASHINGTON INSTITUTE OF MEDICINE 
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Discussions of skin disinfection are apt to be futile unless the discussants meet on 
common ground at the outset and agree on premises, basic concepts, and definition of 
terms. Lest I merely add confusion to an already controversial subject, let me begin by 
stating as simply as I can my position on certain fundamental matters. 

The bacteriology of the skin: The cutancous flora is composed of transient and resi- 
dent bacteria. Transients vary tremendously both in number and in kind. Virulent 
germs may be present, as well as saprophites. Test bacteria placed on the skin are tran- 


sicnts. Fortunately for the health of man, most of the extraneous micro-organisms that 


get on his skin soon disappear from its surface. Some dic; others fall off, or are rubbed 


off on clothes, or are washed off. In general, transient bacteria are more abundant on 
exposed skin. Enormous numbers of them may be collected under the nails, between the 


toes, in the axilla, umbilicus, or perineum, or wherever there is protection for them. 
Depending on the condition of the skin and the numbers of bacteria present, it takes 
from one to eight minutes of washing with soap and water to remove all transients from 
the hands and arms. They can be killed with relative case by chemical disinfectants. 

Residents form the stable bacterial population of the skin. They live, multiply, and 
die there. Some get rubbed or washed off. Under ordinary conditions of life, increases 
balance losses, so that on the same person, the total number of resident bacteria re- 
mains fairly constant. Inasmuch as resident bacteria are firmly attached to the cutaneous 
surface, washing removes them slowly. They are less susceptible than transients to the 
action of disinfectants. Residents are composed largely of staphylococci of low patho- 
genicity, but a few Staphylococcus aureus and other pathogenic bacteria are almost always 
present. Prolonged or frequent exposure of the skin to large numbers of pathogenic 
bacter'a may alter the ordinary composition of the resident flora and increase its potential 
infectiousness. 

The size of the resident flora varies with different individuals (Table I), and the 
rate at which the flora is reduced by scrubbing with soap and water also varies. In gen- 
eral, the higher the initial flora, the slower the rate of reduction. 


* Presented to the U. S. Pharmacopoeial Convention Conference on Topical Antiseptics, Wash- 
ington, D. C., May 8, 1950. Published with the approval of the Director of Revision and the Board 


of Trustees of the United States Pharmacopeia. This article first appeared in Sept.-Oct. 1951 Drug 
Standards. 
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TABLE 


Average Size of Bacterial Flora of Hands and Arms 
After Three Minutes Scrub With Soap and Water 


Subject No. Tests No. Bacteria 


Price 80 6,100,000 
Seavers 12 17,250,000 
Pack 12 20,200,000 
Bernstein 15 40,810,000 
Done 4 50,000,000 


King 1l 50,500,000 


Recent studies in my laboratory show that, in addition to the resident flora just de- 


scribed, there is a reservoir of bacteria hidden deeply in the skin, So, in the future, we 


may have to talk about a superficial resident flora and a deep resident flora. The super- 


ficial resident flora comes off in washings at a regular rate, whereas the deep bacteria 


begin to appear in washings in appreciable numbers only after 15 to 20 minutes of 
scrubbing. This observation strengthens the time-honored conviction that it is not pos- 
sible to sterilize ski without destroying it. The deep resident flora has about the same 
composition as the superficial resident flora; that is to say, it contains approximately the 
same proportion of pathogens. We do not know very much yet about the size or precise 
location of the deep flora. 

After the cutaneous bacterial flora has been reduced by mechanical cleansing or by 
chemical disinfection, regeneration occurs, probably following a growth curve similar 
to that seen in cultures. If the bacterial population has been reduced by disinfection to 
a low figure, several days may be required to restore the flora to its usual quantity. 

The second point to be made clear is this: What is required of a skin disinfectant 
is that it should effectively reduce the bacterial flora of the skin. Other things are im- 
portant, of course—nontoxicity, stability, ease of application, inexpensiveness—but the 
prime requisite is disinfection of the skin. Lysol, for instance, is stable, inexpensive, and 
casy to use; it kills test bacteria in vitro in an impressive manner; it even smells like a 
disinfectant; but on the skin it is worthless: it does not reduce the bacterial flora. Hexa- 
chlorophene (G-11), on the other hand, is capable of lowering the bacterial population 
very effectively, but it acts much more slowly than other disinfectants. I would say, 
therefore, that hexachlorophene is an effective skin disinfectant—when it is used properly. 

The third matter about which there should be agreement, or at least a clear under- 
standing, has to do with appraisal of tests used to evaluate disinfectants. 

In general, there are three sorts of tests. First, there are tests that demonstrate cer- 
tain properties of disinfectants. The oldest of these, historically, is the ability of solutions 
to deodorize. That is what the word “antiseptic” originally implied—a deodorant. Tests 
have also been used to measure surface tension, fat solubility, or ability to penetrate into 
skin. It is nice to know about these properties, but bacteriologically they are meaning- 
less. There is no consistent correlation between them and the ability of disinfectants to 
reduce the bacterial flora of the skin. 
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The second group of tests attempts to measure the antibacterial effects of disinfectants 
against test bacteria in vitro. The oldest of these in the so-called test of antiseptic strength 
used by Robert Koch. The idea was to find the greatest dilution of each germicide which 
would inhibit the growth of test organisms in cultures. On the basis of this test, Koch 
placed mercuric chloride at the top of his list of antiseptics because an extremely dilute 
solution prevented the growth of anthrax bacilli; he placed alcohol near the bottom, 
because even absolute alcohol did not prevent the growth of anthrax. The phenol co- 
cthicient test and my own “spoon test’’ which measures the rate of killing of suspended 
bacteria by germicidal solutions should be placed in the same category with Koch's test 
of antiseptic strength. 

These tests are of interest to the bacteriologist. They are of importance because they 
help us to measure and understand the antibacterial action of agents against test or- 
ganisms in vitro, But when it comes to skin disinfection, they are valueless and mean- 
ingless. There is no definite correlation between the results obtained by them and the 
ability of germicides to disinfect the skin. Because a given germicide has a high phenol 
cocthicient, it does not follow that a solution of that chemical will disinfect the skin 
effectively. 

In a third category are placed all in vivo tests of fantibacterial activity. The oldest and 
simplest of these tests consist of scraping the disinfected skin with a knife and culturing 
the scrapings, or rubbing the skin with a moist swab and culturing the swab, or cutting 
off bits of skin and culturing them in broth, Other investigators have pressed their 
fingertips on poured agar plates, or have collected sweat from disinfected hands for 
culture. These tests are direct approaches to the problem. They attempt to determine 
the cffectiveness of skin disinfectants under conditions of actual use. They are not ac- } 
ceptable tests, however, because they are so crude. They have no quantitative value and 
often give falsely negative results, especially if bacteriostasis is not controlled in cultures. 


Also in this category of in vivo methods belong attempts to evaluate disinfectants by 
placing test bacteria on the skin, applying the germicide, and then seeing if any test 
organisms remain viable. So-called infection prevention tests are of this sort. The trouble 
with all such tests is that the experimental conditions are artificial. The test bacteria 
used are transients and act like transients. They are not bacteria that have a normal hab- 
itat on the skin. They may not be the sort of bacteria encountered surgically. Like all 
transients, they are casily removed or killed, as compared with the resident flora. The 
particular Organism used may not even represent the behavior of the transient flora as 
a whole, in that it may be easier or harder to kill than the other transients. They may 
disappear spontaneously and rapidly from the skin. When employing these methods, " 
bacteriostasis in cultures is often hard to control. Admittedly these tests have a certain f 
value; they contribute to our knowledge. But the results are valid only for the particular 
organism used, under the conditions of the experiment. It cannot be safely assumed 
because a given germicidal solution shows up well in these tests that it will effectively 
reduce the total bacterial flora of the skin. 


Another in vivo method is the serial basin hand-washing test. It is the only available 
test of skin disinfectant action which faithfully reproduces the conditions of actual use, 
which is capable of controlling the troublesome factor of bacteriostasis, and which meas- 
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ures the effect of disinfectants on the skin flora, quantitatively and qualitatively, with a 
fair degree of accuracy. It can be used to measure not only immediate effects but pro- 


longed etfects upon regeneration of the bacterial flora. 
Then there is the clinical trial. Logically, this should be the final and most important 
test of all. Unfortunately, as every surgeon knows, the clinical trial contains so many 


uncontrollable variables, all of which may contribute to the presence or absence of mani- 


fest infection, that it is almost worthless in evaluating the skin disinfectant employed. 


In summary then, I would say that, in my opinion, the serial basin hand-washing test 


is the only one proposed so far which is able reliably to measure the skin disinfectant 


action of mechanical cleansing or chemical germicides. 


This conclusion simplifies the task which remains tor me. On the basis of that test, 


I shall attempt to evaluate the skin disinfectants which are in general use at the present 


time. 


ETHYL ALCOHOL 


Over a period of 15 months, 57 hand-washing tests were made with different strengths 
of alcohol on the hands and arms of 4 subjects. The results produce a meaningful pat- 


tern. No single concentration of ethyl alcohol is constantly optimal for all 4 subjects. 
In general, taking the average of all tests (the heavy line), solutions of alcohol 70 
per cent by weight and stronger are all effectively bactericidal. They destroy the transient 
Hora quickly, and with each two minutes of use they reduce the superticial resident flora 


by nearly nine-tenths. That relatively powerful disinfectant action can be increased 


further by applying the alcohol to the skin with gauze or washcloth friction. 


For routine surgical use, 70 per cent alcohol by weight is recommended for several 


reasons: it is strongly germicidal; it is somewhat less expensive than the more concen- 


trated preparations; it wets the skin well, spreads smoothly, and evaporates slowly; it 


does not injure the keratin or extract the lipids of the epidermis, and, in consequence, 


it is almost perfectly innocuous on the skin. 
When the hands and arms are scrubbed with brush and soap, epithelial cells are 


rubbed off into the wash water. Bernstein counted these cells and found that the rate 


of their removal followed the law of mass action. He also observed that 70 per cent 


alcohol did not affect the rate at which the epithelial cells are scrubbed off, although it 


caused a great reduction in the bacterial flora. That observation strongly suggests that 


the disinfectant effect of alcohol on skin is not an illusion (as some writers have 


claimed) due to hardening of the skin and fixing of the bacteria thereon, but that it is 


a true bactericidal effect. 


ISOPROPYL ALCOHOL 


When isopropyl alcohol is subjected to the serial basin hand-washing test, it is found 
to have a skin disinfectant action slightly greater than that of ethyl alcohol. Degerming 


effects are optimal when solutions 70 per cent by weight and stronger are used. 


Since isopropyl alcohol is nonpotable, it may be obtained without the annoying re- 


strictions and taxes associated with cthyl alcohol. On the other hand, isopropyl alcohol 
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is a more efficient fat solvent than ethyl alcohol, and, in consequence, it is somewhat 
harder on the skin. It might well be substituted for ethyl alcohol in preparations used 
to disinfect the field of operation, but it is not recommended for routine preoperative 
preparation of the hands. 


MERCURIALS 


Mercurials are not easy to evaluate accurately or with assurance, The degerming ef- 
fect of scrubbing for 10 minutes was studied in one of our tests, the hands and arms 
were then washed for 1 minute in 1:500 solution of potassium mercuric iodide. Although 
subsequent washings wer virtually sterile, producing the illusion of a germ-free cuta- 
neous surface, the actual bactericidal effect was nil. After ammonium sulfide was ap- 
plicd, large numbers of viable bacteria came off in the washings. The apparent increase 
in size of the bacterial flora was probably not due to any action of the mercurial, but 
to a peculiar effect of the neutralizing agent. Another experiment was performed in 
which no mercurial was used, but the hands and arms were simply washed first in 
sodium thiosulfate solution, then in ammonium sulfide solution. In each instance the 
flora seemed to be increased, as evidenced by Higher counts in the washings. This 
strange effect of reducing agents has not been satisfactorily explained. 

Taking all these disturbing factors into full consideration, a serious effort has been 
made to evaluate the skin disinfectant action of mercurials. For the sake of simplicity 
and case of comparison, the effects of scrubbing are not considered, but only the de- 
germing effects of the germicide. Thus 1:1000 merthiolate used for two minutes, re- 
duced the bacterial flora to 88 per cent of its original quantity. The steeper the slope ’ 
of these curves, the greater the disinfectant action. All of these disinfectants were ap- 
plied with light gauze friction, much as one paints a patient's skin in preparation for 
operation. The best of these solutions reduced the flora by less than half in two minutes. 

For comparison, I included the effect of washing in a similar manner with soap and 
water, It is often stated that soap and water are as effective disinfecting agents for the 
skin as anything else. Obviously that is not correct. Soap removes grease, dirt, and 
loosely-attached contaminating bacteria, and for that reason its use is important, but 
it does not reduce the resident bacterial flora efficiently. 

Alcoholic solutions of these same mercurials are more effective than the correspond- 
ing aqueous solutions, but the difference is due mainly to the germicidal action of the 
alcohol-acetone solvent. Indeed, the disinfection action would be greater in some in- 
stances if the solvent were used without the mercurials. 


IODINE 


Whereas the skin disinfectant action of alcohol appears to be decreased by addition 
of mercurials, its effect is increased by adding iodine. One or 2 per cent iodine dis- 
solved in 70 per cent alcohol is an excellent skin disinfectant. It spreads evenly, dries 
slowly, and evaporation does not leave a rim of concentrated iodine to burn the skin. 
Used judiciously, it does not often cause irritation. The old U.S.P. 7 per cent tincture 
of iodine is even more potent bacteriologically, but it is frequently damaging to the skin. 
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Aqueous solutions of iodine should not be used on the skin. Since they are much 
more highly ionized than alcoholic solutions, they are dangerous and may cause severe 
burn and even iodism from absorption. 


ZEPHIRAN (BENZALKONIUM CHLORIDE ) 


Since its introduction 15 years ago, Zephiran has gained steadily in popularity and 
has now come into wide use as a skin disinfectant. Much previous experimental work 
done to evaluate Zephiran has been vitiated, however, by failure to recognize the bac- 
teriostatic influence of extremely small amounts of the agent in cultures, especially for 
staphylococci, and by failure to appreciate fully, when Zephiran is used clinically, the 
neutralizing effect of minute traces of soap that are nearly always present on skin. 

Zephiran has been restudied using methods which are better able to control those 
disturbing factors. In vitro, Zephiran is a powerful, rapidly acting germicide against 
test bacteria, but on skin, under conditions of ordinary use, its disinfectant action is 
not as great as has been generally supposed. Its effectiveness can be enhanced, however, 
if the agent is employed with a clear understanding of its peculiarities and behavior. 

Hands and arms that have been scrubbed in the usual manner need to be rinsed very 
thoroughly with water (for one minute or more) in order to remove the soap which 
clings so tenaciously to skin and tends to neutralize the bactericidal action of Zephiran. 
Since solutions of alcohol are better soap solvents than water, it is recommended that 
the site of operation be washed several times alternately with 70 per cent alcohol and 
Zephiran tincture. 

The disinfectant power of “tincture” of Zephiran would probably be increased ap- 
preciably if the solution were prepared with 70 per cent alcohol by weight, rather than 
with the currently used alcohol-acetone solvent. 


G-11 (HEXACHLOROPHENE ) 


G-11 is a diphenolic compound with six chlorine atoms. In vitro tests show that it 


is powerfully bacteriostatic, but its germicidal activity is less impressive. It is one of 
the few known disinfectants that do not lose antibacterial potency in the presence of 
soap. Consequently, G-11 has been combined with soap and other detergents and has 
been recommended for surgical preparation of hands and the field of operation. En- 
thusiastic reports of its efficacy in reducing the bacterial flora of the skin, combined 


with high-pressure salesmanship, have resulted recently in rapid spread of its use in 


the hospitals of this country. It is asserted that persons who operate regularly no longer 
need to scrub in the old-fashioned manner nor soak their hands in disinfectant solu- 
tions; instead, it is necessary only to lather the hands and arms for two or three min- 
utes with a G-11 detergent. It is alleged that washing with G-11 soap once a day will 
not only reduce the cutaneous flora to a very low level, but keep it persistenly low. 

I cannot subscribe to all of these claims and believe that they are somewhat exaggerated. 

Critical evaluation of the antibacterial power of G-11 is fraught with unusual diffi- 
culties because of its insolubility in water, the bacteriostatic effects of even minute traces 


of the substance in cultures, and the lack of an effective neutralizing agent. Extraor- 


208 ¢ december 1951 QUARTERLY REVIEW OF SURGERY 


\ 

| 
= 


dinary care must be taken in making tests, and great caution must be exercised in in- 
terpreting the results. 

As far as I can determine, single periods of washing or scrubbing for from 1 to 10 
minutes with preparations of G-11 in bar soap, liquid soap, or pH isoderm, do not im- 
mediately reduce the cutaneous bacterial flora any more rapidly than if the washing had 
been done with Ivory soap. Nor can one brief wash a day with a G-11 detergent be 
depended on to produce and maintain a low cutancous flora. It is true, however, that 
if G-11 soap is used every time the hands are washed, so that there is always some G-11 
on the surface of the skin, day and night, the flora will be reduced in the course of 
about four days to approximately 5 per cent of its ordinary size, and this low flora will 
persist as long as the G-11 is used in that fashion. 

Washing with G-11 detergent does not protect the skin from subsequent contamina- 
tion with extraneous bacteria. Even when the disinfectant soap is being used regularly, 
a relatively large transient flora may be found on the hands between washings; when- 
ever the use of G-11 soap is discontinued, regeneration of the cutaneous flora proceeds 
at the same rate as if the hands had been disinfected by other means. 

G-11 detergent does not appear to have a selective action against pathogenic bacteria 
on the skin. There is reason to believe that the numerical ratio of pathogenic to non- 
pathogenic microorganisms is approximately the same before and after disinfection with 
G-11 preparations. 

Used rationally and faithfully, G-11 soap or G-11 pHisoderm is probably capable 
of contributing materially to the perfection of aseptic surgical technic, but in my opinion 
it should not be employed to the exclusion of the conventional preoperative scrub or 
the customary chemical disinfection of the hands and the field of operation. 

There have been verbal reports from a number of hospitals that G-11 preparations 
are causing some skin irritation, but it seems to me that the greater danger lies in the 
minds of those who choose to believe that a single, short, time-saving wash with a G-11 
detergent can be depended upon to disinfect the skin. 


DETERGENTS 


A number of surface active or wetting agents, both anionic and cationic, obtained from 
various chemical and drug firms, have been tested for their degerming effects on the 
skin, None of these products per se reduced the cutaneous flora any more rapidly than 
ordinary soap. 


Ether applied to the skin with a gauze sponge has almost no effect on the size of the 
resident bacterial flora, but when the hands and arms are submerged in ether for 1 
minute, the flora is reduced considerably. This latter procedure is not painful, but it is 
followed by uncomfortable dryness and exfoliation of the skin. 

Acetone is found to be a less effective disinfectant than alcohol. It is somewhat in- 
jurious to skin. 

Chloroform and zylene have a disinfectant action comparable to that of alcohol, but 
both substances are so irritating and harmful that they should not be used on skin 
either as detergents or disinfectants. 
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MISCELLANEOUS AGENTS 


Methy! alcohol ts slightly inferior to both ethyl and isopropyl alcohols. 

Lysol, in concentrations that are not injurious to the epidermis, is an ineffective skin 
disinfectant. 

Ceepryn and Phemerol, quaternary ammonium compounds, cause moderate reductions 
in the cutaneous flora, especially when used in alcoholic solution, but they are inferior 
to Zephiran. 

The old-fashioned lime-and-soda method of disinfecting the hands is a rather et- 
fective one from a bacteriologic standpoint. The degerming effect is partly due to the 
soda and partly to the hypochlorite and nascent chlorine. It has never been a popular 
method, however, because it is troublesome to use and the odor is unpleasant. 

Five-tenths per cent hydrochloric acid and 5 per cent oxalic acid are both fairly ef- 


ficient surface disinfectants, but they sting and irritate the skin. 


COMMENT 


As has been stated, these conclusions are all based on results obtained with the serial 


basin hand washing test carried out in my laboratory. Their validity depends on the re- 
liability of that test. 

Many other investigators have employed modifications and simplifications of the hand 
washing method. Most of them err, however, in placing undue emphasis on bacterial 
counts of single washings. It has become popular to compare the size of such counts 
immediately before and after application of a germicide. Trustworthy conclusions can 
scarcely be drawn from such comparisons. The important problem is not the number 
of bacteria in the bastns,~but the number of potentially dangerous bacteria left on the 
skin. The counts of washings are meaningful, and can be trusted to evaluate disinfect- 
ants, only when they are used to calculate the size of the cutaneous flora and the extent 
to which that flora is reduced by disinfectants. 


SUMMARY 


The flora of the skin consists of three sorts of bacteria: transients or contaminants, 


superficial residents, and deeply situated residents. 

The prime requisite of a good skin disinfectant is that it should effectively reduce 
the cutaneous flora without damaging the epidermis. 

The various tests used to evaluate skin disinfectants are reviewed critically. The only 
test available at the present time which reproduces the conditions of actual use is the 
serial basin hand-washing test. 

On the basis of that test, an attempt has been made to evaluate all of the commonly- 
used skin disinfectants. Comparable results are expressed in terms of percentage reduc- 


tion per minute of the superficial resident flora of the skin. 
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ABSTRACTS 


ANESTHESIA AND ANALGESIA 


1 New Approach to the Heart in Cardiac Arrest. DAVID J. WEXLER AND FRED BROMBERG, 
Bayshore. New York. J. Internat. Coll. Surgeons 15:705-14. June 1951. 


Every paper on cardiae arrest emphasizes the sudden and terrifying aspects of the 
condition, as well as the speed of action required of the surgeon to insure a successful 
outcome. The resulting cerebral anoxia causes irreparable brain damage in a matter 
of minutes. Circulation of blood with resultant cerebral oxygenation begins im- 
mediately with the onset of effective cardiac massage. 


\mong the factors which increase the elapsed time between the cessation of cardiac 


action and the onset of effective massage is indecision on the part of the surgeon. 
Suddenly he must make a decision on how best to massage the heart. Three methods 
of approach are now generally known. Thorek lists them as follows: transperitoneal 


subdiaphragmatic: transperitoneal transdiaphragmatic: and transthoracic. 


If operating in the abdomen, the average surgeon will impulsively try subdia- 
phragmatic massage. Should this fail, he has a choice between opening the diaphragm 
or making a transthoracic incision in the left fourth or fifth interspace. The latter may 
require division of the fifth costal cartilage near the sterum to make more room for 
the hand. as recommended by Lahey. A new approach which would quickly lead the 
abdominal surgeon into the left chest through familiar anatomy would eliminate 


procrastination, 


Recently. when the necessity arose during a subtotal gastrectomy. such an approach, 


based on previous pertinent observations, was devised on the spur of the moment. 


Briefly, the method involves entering the left chest by burrowing bluntly upwards 
between the deep surface of the posterior rectus sheath and the anterior slip of the 
diaphragm. in a region where the diaphragm is not attached to the costal arch. It 
could be illustrated as follows: a longitudinal left upper paramedian or rectus incision 
cuts the anterior slip of the diaphragm. The cut surface of this muscle is visible in 
various lengths beneath the posterior rectus sheath and the transversus abdominus 
fibers in the upper end of the incision. By inserting the fingers at right angles to the 
costal arch and burrowing beneath the posterior rectus sheath and in front of the 


visible diaphragmatic muscle tissue, one can enter the left chest cavity without en- 
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countering any obstruction or causing any bleeding. The full hand can then be 
inserted for most effective cardiac massage. 


Closure of the chest is automatic and simple. By suturing the peritoneum, extra- 
peritoneal fat, transversalis fascia. and posterior rectus sheath as one layer in the 
usual manner, one seals the left chest cavity at the same time. Before the chest is 
closed one must see that the lung is fully inflated by the anesthetist. Pneumothorax can 
be eliminated by inserting a catheter and aspirating the last of the intrapleural air 
as one closed the pleural cavity. The surgeon may, if he desires, leave the catheter 
in and employ underwater drainage for two days. That this is not usually necessary is 
shown by a chest film taken the afternoon of the operation on the case described. 
It shows the left lung fully expanded and no evidence of pneumothorax. 


It is felt that the approach described is a valuable adjunct to the armamentarium 
of the general surgeon. Although the left pleural caviy was entered from a left upper 
paramedian incision in the case described, the method is equally applicable to almost 
any upper abdominal incision. By burrowing beneath the posterior rectus sheath in the 
direction of the left costal arch one will invariably enter the left chest cavity. In 
cardiac arrest, with the abdomen unopened. it is valuable as a primary method of 
approach because of the adequacy of the hiatus thus produced, as compared with that 
of the intercostal incision. 


Summary: A new approach to the heart in cardiac arrest is presented. Familiarity 
with this method should eliminate procrastination on the part of the average surgeon. 
The method is simple. speedy and allows full hand massage of the heart. Access to 
the heart is gained through a natural anatomical plane of cleavage eliminating the 
need to incise the diaphragm or the chest wall. Closure is accomplished without 
additional suturing. 4 references. 8 figures.—-Author’s abstract. 


While we have not tried this new approach. we feel that it is an excellent procedure 
and would be inclined to use it whenever the opportunity arises.—J. H. F. 


Physiologic Basis for the Choice of Anesthesia, FRANCIS F. FOLDES, Pittsburgh, Pa. 
Pennsylvania M. J. 54:537-40, June 1951. 


The properly selected anesthesia has to be safe with regard to mortality and mor- 
bidity: it has to ensure optimal operating conditions, and, as far as it does not conflict 
with the first two requirements, it should be pleasant for the patient. The pharma- 
cological properties of the anesthetic agent chosen should not increase the patho- 
physiological and biochemical changes present preoperatively or expected to develop 
in the course of surgery. The choice of anesthesia will be influenced by various 
physiological and pathological factors. Of the former, age, body build, and pregnancy, 
and of the latter, shock. dehydration, circulatory disease, respiratory disease, metabolic 
disorders, liver and kidney disease. and neurologic disorders are of paramount im- 
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portance. The medical anesthetist should have a free hand in the anesthetic management 
of the patient. His choice should be made after careful study of the patient and 
consultation with the surgeon. The insistence of either the surgeon or the anesthetist 
on the use of the same agent and method in all patients will fail to bring optimal 
results. 3 references.—Author’s abstract. 

For the medical anesthetist to have a “free hand” in the anesthetic management 
of the patient is a policy of doubtjul wisdom. Certainly, from a medicolegal stand- 
point, the surgeon is still held accountable for any treatment received by his patient. 
The desirable goal is not complete autonomy for the anesthetist, but hearty cooperation 
between surgeon and anesthetist.—P. B. P. 


Prolonged Peripheral Nerve Block By Means of Indwelling Plastic Catheter. Treatment 
of Hieccup. STANLEY J. SARNOFF AND L. CHARLOTTE SARNOFF, Boston, Mass. Anes- 
thesiology 12:270-275, May 1951. 


The authors have described a new technic for the treatment of intractable hiccup 
as well as the prolonged blocking of peripheral nerves in general by means of an 
inlying plastic tubing near the motor point of the nerve, for which the block is 
required. The anesthetic agent can be administered as frequently as indicated. 

A thin plastic tubing, either vinylite or polyethylene, the latter having been found 
more appropriate for a long-term application, is inserted with its stilet through a 
thin-walled +18 needle near the motor point. When the tubing is thought to be in 
place, the needle and the stilet are removed and the tubing is fastened to the skin 
with collodion, to prevent displacement. A +23 needle, with a needle stopper, is 
inserted in the free end of the tubing and taped in place. This permits the intermittent 
injection of the anesthetic agent. 

For the treatment of intractable hiccup, the tubing was inserted to the motor point 
of the phrenic nerve, which had been previously located by external stimulation with 
the electrophrenic respirator. Since the placement of the tip of the tubing is of the 
utmost importance, the authors adapted a previously described method for electrical 
localization of catheters to their purpose. The stimulating needle used is insulated 
by means of baked-on silicone, except at its tip. This is inserted down to where the 
phrenic nerve passes over the anterior scalene muscle. It is then tested electrically. Since 
motor fibers have a much lower threshold than pain fibers, motor activity occurs at a 
lower current density and therefore does not cause discomfort. If the patient’s condition 
permits fluoroscopy, it is advisable to determine the side or sides on which the hiccup 
occurs. If the hiccup is bilateral, the procedure may have to be repeated on the second 
side. In the absence of pulmonary parenchymal involvement, this is without hazard 
in view of the extent of the respiratory reserve, but the vocal cords should be visualized 
before the anesthetic agent is injected on the second side, as there is the possibility 
of vagal nerve block. This technic was used over periods up to five days, re-injecting 
the anesthetic agent whenever the patient resumed hiccuping. 7 references. 3 figures. 
—-Author’s abstract. 
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Unilateral Spinal Block with a Hyperbaric Procaine-Glucose Solution. LEONIE 
ALADJEMOFF, Jerusalem, Israel. Acta med. orient. 10:87-93, March-April 1951. 


Unilateral spinal anesthesia with a hyperbaric procaine glucose solution was admin- 
istered to a series of patients with excellent results. Variations in blood pressure were 
even more minimal than with low bilateral spinal block. 

The technic is simple and safe. Crystalline procaine hydrochloride is made up 
into a 5 per cent solution in 10 per cent glucose (each 50 mg. of procaine are 
dissolved in 1 cc. of 10 per cent glucose). This solution (specific gravity 1,039 to 
1.040) is injected slowly into the second or third lumbar interspace as soon as the 
free flow of spinal fluid is obtained. The needle is removed immediately after 
injection. The patient is kept on his side for eight minutes and then turned on his 
back with a small pillow under his head. The table is kept level. The volume of solution 
injected with each 50 mg. of procaine is only 1 ce. 

Indications for unilateral spinal block are essentially the same as for bilateral 
spinal block, but the lessened hazard of blood pressure fall has enabled us to give 
spinals to a number of patients who would othefwise have been denied the benefits 
of spinal anesthesia. It seems that unilateral spinal block, because of the reduced 
pooling of blood, is an ideal anesthetic procedure. It has a wide range of applicability 
in the presence of a number of diseases not directly connected with the pathologic 
condition requiring surgery. Patients with asthma bronchiale. pulmonary emphysema. 
quiescent) pulmonary tuberculosis, bronchiectasis, chronic bronchitis, diabetes, 
jaundice, chronic alcoholism, and mild hypertension are benefited by this procedure 
since it dispenses with the inhalation of irritating drugs and is accompanied by little. 
if any. disturbance of metabolic processes. 11 references. 2 tables.—Author’s abstract. 


Pontocaine Solutions for Regional Analgesia other than Spinal and Epidural Block. 
DANIEL €, MOORE, Seattle. Wash. J.A.M.A. 146:803-9, June 30, 1951. 


Nerve block and local infiltration analgesia is often one of the important parts of 
a doctor's armamentarium. For years procaine hydrochloride (Novocain) has been 
the standard local anesthetic agent in most hospitals throughout the country. It meets 
Labat’s requirements for a desirable local anesthetic agent: ie., ease of sterilization; 
ready and complete solubility in cold isotonic salt solutions in such concentrations as 
actually are used for induction of regional analgesia; rapid and complete absorption 
locally. leaving no traces of its passage at the site of injection; low toxicity, both when 
used in weak solutions and in such doses as are sufficient to produce surgical anesthesia; 
ability to produce rapid onset of anesthesia: one that is not decompressed by the 
addition of a vasopressor, and one that is not irritating to the tissue. However, it lacks 
one of the most desirable qualities a local anesthetic agent may possess—a prolonged 
duration of action. 

For the past few years the author, as well as other anesthesiologists, has been 
interested in finding a drug with a low toxicity and a prolonged duration that might 
be employed routinely for nerve block and local infiltration analgesia. A local 
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anesthetic agent with a prolonged duration of action offers the following advantages: 

1. It permits regional analgesia to be carried out with finesse and minimal trauma, 
since rapid completion of the block is not necessary to conserve analgesia. This is 
especially true in extensive block procedures. 

2. The anesthesiologist can give valuable instruction to his pupils. This is im- 
portant, since it will increase the number of men who can skillfully execute regional 
procedures, 

3. Local anesthesia may be used when indicated for the benefit of the patient, in 
spite of the necessity for slow, careful dissection. This is especially true in cases of 
diabetes and hypertension. 

1}. The operating surgeon is at ease, since he knows that the surgical analgesia will 
be adequate for five to six hours. 

5. The surgical schedule may be changed suddenly for an emergency, even if the 
block has been executed. This is a definite advantage to the patient, since a second 
block will not have to be performed before operation, even if the emergency provedure 
should require two\or three hours. 

6. Postoperative analgesia is prolonged, thus reducing the necessity for large 
amounts of opiates during the immediate postoperative period. This is important 
because. if the patient is free from pain and not under the influence of opiates, he will 
follow the “stir-up” regimen immediately. 

7. The block may be carried out at the convenience of the anesthesiologist, a factor 
of obvious importance in private practice. 

The procedure employed in the study of pontocaine (tetracaine) is described in 
detail. A comparison of the toxicity of Pontocaine with Procaine shows that effective 
concentrations of Pontocaine are actually less toxic that Procaine. 

The results of 2,500 procedures involving 39 different types of regional block 
procedures in which Pontocaine was employed are depicted in six charts. Pontocaine 
proved to have an effective duration of 342 to 6 hours when tested under operating 
conditions. Likewise, it was shown to possess all the characteristics of a desirable 
local anesthetic agent, as defined by Labat, with the exception of a rapid onset. It 
usually takes 25 to 30 minutes for the onset of operating analgesia. However, with 
stronger solutions, i.e., 0.25 per cent, the onset of anesthesia is comparable to Procaine. 
Fourteen reactions to Pontocaine occurred, and these are described in detail. It was 
found that Pontocaine reactions often differ from those usually seen with Procaine and 
that respiratory depression is often the first sign of a Pontocaine toxicity. There were 
no palsies in this series of cases. 

In summary, the author concludes that Pontocaine may well be the answer to the 
search for a more satisfactory local anesthetic agent since it meets the requirements 
of an ideal local anesthetic agent and also produces a prolonged duration of anesthesia. 
4 references. 7 tables—Author’s abstract. 

In inherent danger in the use of Pontocaine stems from the relatively slow onset of 
analgesia when using “adequate” concentrations of the drug. Impatience on the part 
of the surgeon or anesthetist may lead to the employment of the agent in unsafe con- 


centrations and amounts. 
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Vassive Surgical Emphysema Occurring Under General Anaesthesia, W. N. ROLLASON, 
Hull. England. Anaesthesia 6:112-114, April 1951. 


The first recorded case of surgical emphysema occurring under general anesthesia 
was published in 1912. Since then, six other cases have been reported. 

A further case occurred in my own practice: 

A blonde girl, aged five years, was admitted to hospital for tonsillectomy and 
adenoidectomy on August 8, 1949, She weighed 31 lbs., and apart from her ear, 
nose, and throat condition, preoperative examination revealed no evidence of 
pathology. 

At 2:30 p.m. on August 22, 1949, she was given Chloral 10 gr. by mouth and 
1/150 gr. hyperduric atropine by injection. 

At 3:25 p.m. she was given 5 cc. thiopentone 5 per cent (rapidly) and after three 
short inflations with oxygen with an Oxford oxygen inflator. a size 3 Magill’s nasal 
tube of good consistency was inserted into the right nostril and intubation was 
performed without difficulty under direct vision. The tube was connected to an Ayre’s 
“T” piece and anesthesia was maintained by 0.5 liter oxygen bubbling through ether 
in a Junker’s bottle. After a little straining on the tube the child became quiescent. 

At 3:30 p.m. a Boyle-Davis gag was inserted and anchored to a jack on the chest. 
The larynx was packed off with one swab. After curettage of the adenoids the tonsils 
were removed by dissection. During the removal of the second tonsil — the right 
one — it was noted that gas was bubbling from the tissues of the tonsillar fossae. 
Palpation of the neck revealed marked surgical emphysema, and the eyelids were 
grossly distended. The operation was proceeded with expeditiously and was completed 
at 3:40 p.m. The child, however, did not appear to be disturbed by the emphysema. 
Bleeding was not marked during the operation, which was performed with no undue 
trauma. The endotracheal tube was left in situ and the child was taken to the x-ray 
department where a radiograph revealed extensive surgical emphysema involving the 
superficial tissues and also the mediastinum. There was collapse of the left lung but 
no shift of the mediastinum. The tip of the endotracheal tube was situated just above 
the right tracheobronchial junction. The tube used was 16 cm. long, and the distance 
from the tragus of the ear to the ala of the child’s nose was 9 cm. 

The child was returned to the ward and as a precautionary measure was placed in 
an oxygen tent. It was felt that any air in the tissues would be more expeditiously 
eliminated in this way. 


The following morning the child appeared to be clinically normal and a radiograph 
revealed the lung to be almost completely expanded, although there was still a little 
evidence of surgical emphysema. 


The child's convalescence was uneventful, and a further radiograph taken on 
August 30, 1949 revealed the lung to be fully expanded: there was no evidence of 
surgical emphysema. 

In this case the anesthetic was administered through an endotraceheal tube and an 
Ayre’s T-piece, and, as an increase in intra-bronchial pressure was considered unlikely. 
the possibility of rupture of the trachea by the tip of the endotracheal tube im- 
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pinging on an area eroded by a tuberculous lymph gland near the right tracheo- 
bronchial junction was investigated. Mantoux tests, however, were negative, and 
tomography did not definitely confirm the presence of a gland. 

Some latent obstruction caused by the Boyle-Davis gag and jack and/or the 
laryngeal swab, coupled with the possibility of the child straining on the tube 
unobserved in the darkened theatre, may have produced the requisite intrapulmonary 
pressure to cause the surgical emphysema and collapse of the left lung. but the 
absence of cyanosis and undue bleeding during the operation makes this hypothesis 
improbable. 


In the absence of such obstruction, it is possible (although the speed with which 
the emphysema developed makes it unlikely) that one of the left lobar bronchi had 
become plugged with mucus. The anesthetic vapors would thus be admitted to the 
plugged lobe on inspiration because of the widening of the tracheobronchial tree 
during that phase of respiration but prevented from returning on expiration, when the 
respiratory tubes narrowed. Pressure would then arise in the blocked region, with 


the consequent escape of gases into the perivascular sheaths and thence to the 
mediastinum, producing surgical emphysema and rupture of the left mediastinal 
pleura. This could occur without any coughing or straining on the tube in the course 
of an apparently smooth anesthesia. 

The Oxford oxygen inflator used prior to the intubation was checked and found 
capable of developing a pressure of 50 mm. Hg. The child. however, was in apnea at 
the time, and as soon as the chest was seen to expand, it was immediately allowed to 
deflate again: any build-up of intrapulmonary pressure was considered unlikely. 
This maneuver may, however, have commenced the emphysema. It has been shown 
that once such emphysema has developed. it may be increased at a pressure lower 
than that necessary to initiate it. 9 references. Author's abstract. 


Modern anesthesia with its many mechanical appliances and multiplicity of chemical 
agents is both potentially safer and potentially more dangerous than the simpler 
methods of a bygone day. There is increasing need to exercise good judgement in 
suiting the agent and method to the individual case.—P. B. P. 


Syneurine (Decamethonium-Bromide): Its Use With Pentothal-Sodium and Nitrous 
Oxide-Oxygen Anesthesia in Abdominal Surgery. FRANCES F, FOLDES AND THEODORE 
s. MACHAJ. Pittsburgh, Pa. Anesthesiology 72:336-75, May 1951. 


Syncurine is a synthetic muscle relaxant that exerts its effect at the neuromuscular 
junction by producing a prolonged depolarization of the motor end plate. It was used 
to produce muscular relaxation in 204 patients anesthetized with pentothal sodium and 


nitrous oxide oxygen for intra-abdominal surgery. The average duration of anesthesia 


was 95 minutes. The initial dose of syncurine varied between 1 and 4 mg. with an 
average of 2.4 mg. After the first dose, additional doses of 0.5 to 1.0 mg. were given 


at 10 to 20 minute intervals. The average total dose was 7 mg. The initial dose of 


pentothal varied between 200 and 850 mg., and averaged 493 mg.; the average total 
dose was 1.040 mg. All patients were intubated, and topical anesthesia was used on 
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larynx and pharynx prior to intubation. Satisfactory relaxation was obtained in all 
cases. A certain amount of respiratory depression always accompanied good relaxation: 
therefore, assisted respiration was used throughout the anesthesia. Apnea requiring 
controlled respiration occurred in 21 per cent of the cases; it averaged 9.5 minutes 
in duration. No undesirable circulatory changes, bronchospasm, or other unwanted 
side effects were observed following the use of syncurine during anesthesia. Prolonged 
postoperative respiratory depression requiring assisted respiration for 30-60 minutes 
developed in 4 cases. The incidence of postoperative circulatory complications seemed 
to be less, and respiratory complications were not more frequent than in comparable 
groups of patients anesthetized by other agents and methods. 17 references. 6 tables. 
abstract. 
A potentially dangerous drug which should be used with caution.—P. B. P. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


See Contents jor Related Articles. 


TUMORS 


Surgical Treatment of Intra-oral Cancer. 4. s. J. WALKER, JR., Mobile, Ala. J.M.A. 
Alabama 20:357-66, April 1951. 


Intra-oral cancers were first treated by surgical methods. However, the lack of 
modern supportive therapy led to a prohibitive mortality, so that with the advent 
of radiotherapy most of them were treated by some method of irradiation. Gradually 
methods became standardized, but still the gross five year cure rate could not be 
lowered below the present level of 20-25 per cent. Modern surgery has progressed 
to the point where the mortality in head and neck procedures is no longer a factor 
of importance, and the sole criterion for selection of treatment should be the ability 
to cure. The fields of surgical attack are being widened, and the follow-up of cases 
to date gives every indication that the long range results from extensive surgery will 
be better than those obtained by any other methods. 

Indications for radiotherapy are poorly differentiated lesions, as lymphomas and 
anaplastic epidermoid carcinomas, and lesions in inaccessible sites such as the 
nasopharynx. Indications for surgery are well differentiated lesions, metastatic tumors, 
bone involvement, postirradiation recurrences, and radio resistant tumors such as 
ameloblastomas and salivary gland tumors. 


The extent that “electrosurgery” is used instead of “cold knife” surgery depends 
more on the preference of the operator than upon any inherent qualities of the cutting 
current. 


General factors of importance are careful technic, adequate blood, antbioties, and 
endotracheal anesthesia. 
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Preoperative care is similar to that of any major surgical procedure, but the 
postoperative period is complicated by difficulties with respiration and nutrition. 
Clear airways must be maintained, and this frequently requires a tracheostomy. 
Occasionally a patient who has had a very extensive intra-oral resection may benefit 
by a gastrostomy during the time that it takes him to relearn to swallow. 

The three standard neck dissections are suprahyoid, supraomohyoid, and radical. 
Any of these may be combined with resection of the ipsilateral jaw, in which case 
it is termed a “jaw-neck dissection.” Frequently. portions of the tongue. cheek. or 
other structures must be removed with the neck dissection “en bloc”. The common 
and internal carotid arteries should be spared whenever possible because their 
interruption is dangerous. 

The tongue, floor of the mouth. and upper and lower gingivae are particularly 
suited to surgical treatment. The results of extensive surgery in the treatment of 
cancers occuring in these areas should be superior to other forms of treatment. 


D.V.T. | 


Radium and Radon Therapy. Wa 1. 
164:409-416. August L951. 


KAPLAN. New York, N. Y. Internat. Ree. M. 


There is a great deal of discussion at the present time about newer therapuetics, 
such as hormones. chemicals. and radioisotopes. for the treatment of cancer and allied 
conditions, and the consistent value of radium and radon in the treatment of these 
conditions has been everlooked. 

\n experience of over 27 years indicates the value of radium and radon in the 
treatment of benign and malignant conditions. The biologic action of radium and 
radon are similar: both may be employed equally well and interchangeably, the only 
difference being in the life span of each. 

Radium therapy is useful for the treatment of benign and malignant skin conditions, 
as hemangiomas, keloids, basal and squamous cell cancers: in ear, nose. and throat 
conditions. as surface lesions of the ear and nose, deafness. aerotitis, nasal polyps, 
intranostril angiomas. idiopathic nasal bleedings. hypertrophied tonsils, tongue cancer, 
floor of the mouth cancer, alveolar ridge cancer. and malignant lesions of the palate, 
cheek, lip. and larynx. 

In eye conditions radium may be used with gama ray and beta ray applicators. 
The latter is useful for vernal catarrh. tubercular keratitis, post-transplant corneal 
scars, preoperative treatment in lamellar keratectomy, and corneal ulcers. Gama ray 
radium therapy is beneficial with intra- and extraorbital malignant lesions. 

In gynecology, radium therapy is most useful in the treatment of benign and 
malignant uterine conditions and carcinoma of the cervix, Genitourinary conditions. 
such as malignant lesions of the urethra, penis, scrotum, prostate and bladder. are 
favorably treated by radium. Some lesions of the esophagus, gallbladder. and rectum 


respond to radium therapy. Emergency radium therapy aids in the treatment of 
enlarged thymus at birth, parotitis, 


vertebral metastasis. and metastatic bone fractures. 
futhor’s abstract. 
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Report on Radium Therapy for 1950, ROBERT E, FRICKE AND MARTIN VAN HERIK, 
Rochester, Minn. Proc. Staff Meet. Mayo Clinic. 26:306-08, August 1, 1951. 


Our supply of 2.5 Gm. of radium was in constant use during 1950. During the 
year, 2.497 treatments of all kinds were given in 761 courses to 676 patients. Fifty-two 
per cent of the 676 patients were treated for malignant disease, and 48 per cent 
were treated for nonmalignant conditions. Four thousand and two hundred radon seeds 
were used during the year: there were 242 requests for these from different sections 


of the Clinic. 


A total of 355 malignant and 321 nonmalignant conditions were treated during 
the year. Statistics are of little interest. but it is interesting to know that, of the patients 
treated for malignant disease. 51 per cent were referred from the section of Obstetrics 
and Gynecology for treatment of cancer of the cervix or corpus uteri, vagina, vulva, 
or ovary. Nineteen per cent received treatments for rectal cancer. 


During 1950, we examined 96 patients who apparently had been cured of micro- 
scopically proved cancer, and who had received radium therapy with supplementary 
roentgen treatment here at least five years ago. Seventy-four of the 96 patients had 
received no treatment for the past five years: 20 had been treated more than ten 
years ago. and 2. more than 20 years ago. Most of these patients. 81 of the 96, had 
heen treated for carcinoma of the uterine cervix. The remainder had received treat- 
ment for carcinoma of the corpus uteri, vulva, ovary. urethra, rectum, thyroid gland, 
or penis. 

Intensive work in the field of cancer therapy is being done throughout the world. 
Several radioisotopes which can be administered orally or parenterally yield the same 
rays evolved by radium and its decay products. Some are important because of 
beta particles emitted, and some, because of the gamma irradiation. The promising 
elements at present seem to be radioisotopes of gold, cobalt, strontium, iodine, and 
phosphorus. Some or all of them may prove of great value in cancer therapy. 2 tables. 
~—-Author’s abstract. 


Carcinoma of Female Breast. Case Report with Discussion. D. W. PENNER, Manitoba, 
Canada. Manitoba M. Rev. 37:561, June-July 1951. 


This is a brief general discussion of carcinoma of the female breast. using a 77 
vear old white female with long-standing mammary carcinoma as an examp!e. This 
patient had a history of a tumor in the breast for ten years and at autopsy showed 
metastases to regional axillary nodes, mediastinal nodes. and both lungs. The 
survival rates of various types of untreated carcinoma are discussed. Treatment of 
operable mammary carcinoma is still considered to be radical mastectomy, with or 
without radiation. Delays in treatment are too often caused by the doctor, Location 
of the tumor, as well as its type, is of practical significance in the survival of the 


patient with inner quadrant tumors carrying a more serious prognosis.—Author’s 
abstract. 
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NEUROSURGERY 


Cervical Spine Injuries. JAMES E. WATSON, Houston, Texas. Texas State J. Med. 
17 :341-44, June 1951. 


Uncomplicated injuries of the cervical spine respond well and require only a few 
days hospitalization when conservatively treated by traction with an ordinary canvas 


head halter and a molded leather collar. The diagnosis is based on a history of neck 


injury, neck pain aggravated on movement. abnormal position of the head on the 


neck, tenderness at the area of injury, and roentgenologic evidence of the bone or 


joint defect. Thorough roentgen examination. including anteroposterior, lateral. 


oblique, and through-the-open-mouth views. should be made and interpreted by an 


expert. Sufficient neurologic examination should be done to rule out spinal cord or 


nerve injury. 


With the patient supine on a firm bed, the canvas head halter is adjusted to the 


chin and occiput. A Buck's extension is attached to the spreader of the halter and 3 or 4 


pounds of weight applied for an adult. Traction is in a straight line for odontoid 


fracture, otherwise in slight hyperextension. The weight is increased to about 10 


pounds, and ina couple of day the weight is reduced to about 5 pounds, After this 


time the patient may be cautiously tur «| rom side to side. keeping the neck in the 


same position relative to the head and | »k. After a week or 10 days a Schanz 


collar (made of a 6 foot length of 8 inck stockinet smoothly filled with a dozen layers 


of sheet wadding) miay be firmly wrapped around the neck under the chin to continue 


immobilization temporarily, while the patient is moved from the hospital to his 


home. The traction is continued at home for a total of 3 weeks. Unless the odontoid 


; is injured. a molded leather collar is fitted and worn for about 3 months. If there 


was odontoid injury, the traction is followed by immobilization in a Minerva plaster 
jacket for another 3 weeks; then the collar is fitted. After a total of 3 months, it is 
likely that the repair of the neck structures is as strong as it will ever be, and cautious 


movements may be started, the collar gradually discarded, and the patient cautioned 


against sudden or extreme movement of the head for an indefinite. but prolonged. 


time. 


An illustration case of bilateral atlantoaxial dislocation with fracture of the base 


of the odontoid process is reported. 8 references.—Author’s abstract. 


Observations on Twenty Years of Experience in Surgery of the Sympathetic Nervous 
System. Division 1. PAUL 6. FLOTHOW, Seattle, Wash. West. J. Surg. 59:110-16, 
March 1951. 


The author reviews his extensive experience of over 20 years in surgery of the 
sympathetic nervous system. He notes the fact that in 1930 he reported his first 14 
sympathectomies. 3 for Buerger’s disease, 4 for arthritis. 3 for amputation stump 
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neuralgia, 2 for Hirschsprung’s disease, 1 for recurrent Tic Douloureux (Gasserian 
Ghost), and 1 for atypical facial neuralgia. 

In retrospect, sympathectomy is well established in the treatment of Buerger’s 
disease and other vascular lesions, even of arteriosclerotic type. It has been abandoned 
in cerebrel spasties, the condition for which Royle made the operation famous. It has 
also been abandoned in arthritis, although the author feels it is of value in selected 
cases. Sympathectomy is of questionable value in the treatment of amputation stump 
pain and phantom, Hirschsprung’s disease, Gasserian Ghost, and atypical facial 
neuralgia. The author states that diagnostic injections for painful conditions are very 
undependable due to psychologic factors. He states further that he has almost entirely 
given up diagnostic injections in vascular lesions because a negative result is not 
diagnostic as frequently surgery will produce favorable results in spite of negative 
results from injections. 


The author reaffirms his statement of 1930 that the sympathetics do carry pain 
afferents. He decries the use of alcohol injections; stating that surgery is safer and 
offers less morbidity. 


He recommends sympathectomy in some unusual cases such as Gastric Crisis of 
Tabes and Ununited fractures of long bones and relates cases to support his recom- 


mendation. Sympathectomy is recommended in any case where it becomes necessary 
to ligate a major blood vessel including the carotid arteries. He states that preliminary 
sympathectomy will prevent hemiplegia. 

Stellate injections are recommended in cerebral thrombosis but not in the early 
stages of frank cerebral hemorrhage. 


\ lot of space is devoted to the treatment of hypertension. After an extensive ex- 
perience utilizing all types of operation, including an extensive radical transplural 
resection, he has returned to his earliest operation of subdiaphragmatic splanchnic 
sympathectomy. He states that over the years the more radical types of operation do 
not give sufficiently superior results to warrant their continuance. 


Based on his experience in the surgical treatment of angina pectoris, which has been 
most satisfactory, he notes several cases of severe associated decompensation which 
were markedly improved by sympathectomy. 


On the basis of this observation, he has done several cases of various types of cardiac 
decompensation with good results. He has not sufficient cases nor has there been 
enough time elapsed to draw any definite conclusions, but he feels that any case that 
can be temporarily compensated medically can be semipermanently compensated by 
bilateral resection of sympathetics D-1, 2, 3, 4. He feels that the same principles may 
be applied to treatment of vascular insufficiency of the heart muscle that apply to 
vascular insufficiency of the extremities. 16 references.—Author’s abstract. 

The role of sympathectomy in the treatment of various clinical conditions has 
always been difficult to assess in a final fashion, as the author has shown in his own 
experience. The relative lack of objective quantitative data in the literature has been 
a contributing factor, and it is hoped that this will be rectified —A.AW.]J. 
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A Comparison of Results after Intracapsular Enucleation and Total Extirpation of 


Acoustic Tumors. G. HORRAX, Boston, Mass. J. Neurol.. Neurosurg., & Psychiat. 
13:268-70. Nov. 1950. 


Since some doubt has existed as to the relative merits of intracapsular versus com- 
plete extirpation of acoustic tumors, a statistical study of end-results following intra- 
capsular and complete removal of acoustic tumors, made from material from the 
Lahey Clinic, H. Olivecrona’s series, and Cushing's series as reported by Van Wagenen, 
Cairns, and Davidoff, is reported. 

There are three principal questions to be answered: First. what is the immediate 
operative mortality in the two groups? Second, what is the mortality after an interval 
of five years? Third. and most important of all. what is the percentage of useful sur- 
vival of the patients operated upon by the two methods? 


The five year mortality (including postoperative deaths) for patients having com- 
plete removals ranges from approximately 12 to 25 per cent, whereas for patients 
having intracapsular enucleation it is 53 to 56 per cent. Furthermore, of the original 
number of patients operated upon, some 60 to 65 per cent of those who have under- 
gone complete tumor removal as against approximately 35 per cent of those who have 
had the intracapsular operation will be able to carry on a useful life. 

The one great disadvantage of the complete operation is a high incidence of facial 
paralysis, but practically all patients in the Lahey Clinic series have preferred this 
to recurrence of their tumors. 10 references.._Author’s abstract. 

Such a large. combined series obviously gives added weight to the argument in 
favor of complete extirpation of these biologically benign taumors.—~AAWN J. 


Flexion Treatment of Low Back Pain, L. WALDROP AND HOWARD SHORBE. 


Oklahoma City. Okla. J. Oklahoma M. A. 44:138-41, April 1951. 


Many patients with low back pain. some of whom even have radiation into a hip 
or leg. are suffering from a type of backache found in lordotic posture. Most of thes« 
patients have a severe lordosis. sometimes due to posture, sometimes due to mechanical 
weakness of the lower spine. but always presenting a relative hyperextension of the 
sacrum on the lumbar spine or hyperextension of the lower lumbar joints. These 
patients present a history of sudden onset. gradual onset. or recurrent low back pain. 
often with radiation. Analvsis reveals the fact that hyperextension of the lumbar spine 
on the sacrum produces the pain, while flexion relieves it. Examination reveals tender- 
ness. pain, and limitation of motion in the low back. Sciatic nerve-stretching tests are 
positive. but skin sensation and deep reflexes are usually normal. If these 
abnormal. a diagnosis of herniated disc must be considered. Treatment 
flexion of the pelvis and lower lumbar spine is outlined. This involves 
rest. the use of a flexed bed similar to Fowler's position, the use of traction at a 45 
degree angle to the horizontal applied to the pelvis by means of a circular band. A 
flexion type cast and flexion type brace are described. Exercises are outlined to 


frequently 


latter are 


involving 
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strengthen the abdominal and gluteal muscles and stretch the hamstrings and tight 

back extensor muscles, Steps are outlined for getting the patient to sit, stand, walk, and 

sleep in correct position to prevent hyperextension strain. 16 references. 9 figures. 
Author’s abstract. 


Cerebral Angiography, ALFRED UIHLEIN, Rochester, Minn. Proc. Staff Meet. Mayo 
Clinie 26:133-39, April 11, 1951. 


One hundred cerebral angiograms were made on 77 patients. The dye was injected 
into the common carotid artery. In 31 patients suspected of having a brain tumor, 
16 lesions were identified by cerebral angiography (52 per cent). Seventeen of 36 
patients suspected of having a subarachnoid hemorrhage demonstrated a vascular lesion 
by angiography (47 per cent). In 6 cases. the angiograms did not indicate a brain 
tumor, the presence of which was later verified. In 2 cases, the angiograms were 
interpreted as indicating a brain tumor, but the reg could not be verified at 
operation. Unsatisfactory angiograms were obtained in 10 per cent of the cases owing 
to technical difficulties. Some of the complications of angiography are presented. 
An inexpensive but very satisfactory rapid roentgen cassette changer is described. 

Cerebral angiography is a safe and helpful diagnostic aid in the localization of 
intracranial lesions. 


Pantopaque Myelography in Ruptured Intervertebral Disk: Correlation with Operative 
Findings. 8. W. LEVY, New York. A, R. PAYZANT AND H. H, KARR, New Orleans. La. 
New Orleans M. & S. J. 103:390-93, March 1951. 


Pantopaque myelography was performed in 160 suspected cases of ruptured inter- 
vertebral disk. Sixty-six patients had positive myelograms, 21 patients had suggestive 
myelograms. and 73 patients had negative studies. The positive myelogram was accurate 
in 94 per cent of the cases that were operated upon. The incidence of false negative 
myelograms was 7 per cent. 

The myelographic diagnosis of ruptured intervertebral disk depends on demonstrat- 
ing a defect in the pantopaque column fluoroscopically and radiographically. The 
filling defect represents a tentlike deformity of the posterior spinal ligament caused 
by the pressure of the aftercoming disk. No constant relationship between the size 
of the myelographic defect, and the amount of tissue removed at operation was noted. 

Postmyelographic low backache and radiating pain are the result of injury to the 
cauda equina in an attempt to remove the pantopaque from the subarachnoid space. 
3 references. 1 figure. 1 table-—Author’s abstract. 


Due to multiple minor but possibly significant variations in technic and interpreta- 
tion which exist between various clinics, it is always difficult to compare series of this 
kind. This is substantiated by the wide divergence in the literature of figures regarding 
the accuracy of this procedure —Ed. 
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HEAD AND NECK 
See Contents for Related Articles. 


PLASTIC SURGERY 
See Contents for Related Articles. 


THYROID AND PARATHYROID 


The Problem of Thyroid Carcinoma. w. 4. PERLOFF, Philadelphia, Pa. Surgery 29 :572- 
80, April 1951. 


A group of seven eminent consultant pathologists have reviewed the tissue sections 
of a series of cases of supposedly primary thyroid carcinoma. The originally computed 
incidence of primary malignancy of 5.2 per cent required revision to 3.2 per cent, a re- 
duction of 38 per cent. The consultants agreed that only 12 to 22 of the 30 cases were 
instances of primary thyroid malignancy; the remainder were secondary (metastatic ) 
malignaney, and 2 or 3 cases were benign lesions. Agreement among the pathologists 
varied from 69 to 82 per cent. 

The true incidence of malignancy in nontoxic nodular and adenomatous goiters 
is not known at the present time. This study demonstrates that diagnoses based on 
tissue sections may be expected to vary appreciably among qualified pathologists. 
Until ample and aceurate data are available and pathologic criteria for diagnosis are 
more firmly established, dogmatic statements concerning the proper therapeutic 
approach to the multinodular nontoxic goiter carry no authority. The Committee on 
Thyroid Cancer of the American Goiter Association was established in 1940 for the 
purpose of collecting clinical and pathologic data from all such cases throughout the 
country. To date. fewer than 500 have been submitted. 21 references. 6 figures. 
6 tables.—-Author’s abstract. 

Conflicting reports regarding the incidence, the prognosis, and the proper method 
of treatment of carcinoma of the thyroid are frequent. This disparity is explained in 
part by the differences of opinions given by eminent consultant pathologists as reported 
in the article, and quite properly the article emphasizes the necessity of accurate and 
accepted pathologie criteria. That fewer than 500 cases have been submitted to the 
Committee on Thyroid Cancer of the American Goiter Association unquestionably 
delays progress in this field of study.—Fad. 


THORACIC SURGERY 
Imebic Lung Abscess. B. H. SULLIVAN, JR... AND FREDERICK N, BAILEY. Ft. Sam Houston, 


Texas Dis. of Chest 20:84-96. July 1951. 


Pulmonary amebiasis is thought to be secondary to intestinal infestation, which 
may be asymptomatic. Amebae reach the lungs via (a) the hemorrhoidal veins and 
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inferior vena cava; (b) the portal vein, with liver abscess formation permitting 
entrance into the hepatic vein and inferior vena cava; and (c) the vertebral system 


of veins. Rupture of an hepatic abscess through the diaphragm accounts for 75 per 
cent of cases. 


The clinical features are those of pulmonary suppuration: fever, cough, chest pain, 
blood-tinged sputum, and physical findings of pneumonitis or abscess. The roentgeno- 
gram often shows a cavity. Endamoeba histolytica in the sputum is diagnostic: in the 
stools, suggestive. Prompt response to emetine therapy is valid evidence of the 
amebic etiology. 

Four cases of abscess of the right lung, presumably due to Endamoeba histolytica are 
reported. All had previously lived in the China-Burma-India or the Philippine area; 
all were unaware of amebic infestation, asymptomatic until the onset of pulmonary 
disease, and had been in the United States for two or more years preceding their 
present illness. Endamoeba histolytica were found in the stool in 2 cases, in the sputum 
in 1 case. All cases showed marked improvement on clinical and x-ray examination 
within 48 hours after emetine therapy was begun, and the pulmonary cavitation was 
almost completely healed at the completion of the 10 day course of treatment. 

It is recommended that pulmonary abscesses in which the usual causative factors 
have been excluded and which have not responded to penicillin, streptomycin, or 
sulfadiazine be treated with emetine, .065 Gm. daily for 10 days. before resort is had 
to surgery. Prompt remission is believed to be indicative of amebic etiology. 


Intralobar Sequestration of Lung Associated with an Abnormal Pulmonary Artery. 


H. D. SUTHERLAND, North Adelaide, S. Australia. Clin. Rep. Adelaide Child. Hosp. 
2:1-6. May-November 1950. 


The article refers to a small series of congenital pulmonary abnormalities with which 
were associated abnormal vascular connections. As the title implies. the essential lesion 
is an abnormal mass of lung tissue within the substance of the lung with a blood 
supply derived from an abnormal source, usually directly from the thoracic aorta. 
The author gives a brief survey of the theories of causation of these and other 
associated congenital pulmonary lesions. A description of the pathologic findings is 
given, stressing the fact that the lesions are more commonly seen after the establishment 
of infection. The reason for this is that the uninfected state is symptom-free. Once 
infected, the condition may be present as a “chronic lung abscess or as “bron- 
chiectasis.” If possible, the condition should be recognized by routine chest x-ray or 
mass x-ray survey before infection has taken place. With modern advances in thoracic 
surgery, it seems unlikely that any patient suffering from the chronically infected 
condition would not be treated surgically, the treatment of choice in all cases. With 
regard to treatment, the author stresses the dangers which lay in wait for the surgeon 
who is unaware of the condition, for the abnormal vessels are large and frequently 
arise directly from the lower thoracic aorta in the midst of dense adhesions. Hence 
such a vessel may be divided in the course of sharp dissection, and the resultant 
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bleeding is likely to end in disaster. Furthermore, the likelihood of such a vessel 
occurring should always be in the mind of the surgeon during a lung resection for 
chronic infection or congenital cystic disease so that catastrophic hemorrhage may 
be avoided. 

The article is completed by a description of 4 illustrative cases with comments. 
9 references._-Author’s abstract. 


Surgical Procedures in Hiatus Hernia. HERBERT R. HAWTHORNE, Philadelphia, Pa. 
Am. Pract. 2:509-10, June 1951. 


A conservative attitude toward surgical intervention in most hiatal hernias is 
preferred, The majority of patients with this condition are elderly, and experience 
has proved that they can be maintained in a fair degree of comfort on a well-regulated 
regimen, Surgery is considered only when: (1) the symptoms are severe, with poor 
relief from medical management; (2) an associated lesion in the upper abdomen or 
lower esophagus r quires exploration; (3) profuse hemorrhage demands operation: or 
(4) incarceration and bowel involvement threaten possible intestinal obstruction. 
2 references. 2 figures.—Author’s abstract. 


In any discussion of hiatus hernias it is wiser to separate them into the three 
common varieties: sliding, short esophagus, and paresophageal, In paresophageal 
hiatus hernias, one should consider the size of the hernia and whether or not a loop 
or loops of intestine also enter the hernia in the decision regarding surgical in‘e;- 
vention.—l. A. B. ~ 


Palliative Gastrostomy for Inoperable Carcinoma of the Oesophagus. J. C. DICKISON, 
Montreal, Canada. Canad. M.A.J. 65:55-6, July 1951. 


In an attempt to determine whether palliative gastrostomy in advanced cases of 
carcinoma of the esophagus was a worthwhile procedure, a review was made of 103 
cases in the records of the Montreal General Hospital for the years 1935 through 
1948. Fifty-five cases underwent palliative gestrostomy. of which 23 died in hospital 


after an average survival of 23 days. In a group of 27 who left the hospital, the average 
survival time was 202 days. But, put another way, of 50 cases of palliative gastrostomy 
traced to the time of death, the average survival time was 120 days, whereas of 25 
cases without gastrostomy, the average survival time was 111 days. In other words. 
in this series of 100 odd cases, 50 patients were exposed by a laparotomy to a 42 per 
cent hospital mortality risk to increase the average su. .ival tin.e by 9 days! 
Gastrostomy does not prolong life in cases of advanced “inoperable” carcinoma of 
the esophagus. In the author’s opinion, gastrostor.y does nothing but add to the 
burdens of a very miserable patient. In this review no advantage for any particular 
type of gastrostomy could be detected. Some authors state that gastrostomy is 
indicated only when fluids cannot be taken by mouth. Certainly, there is no indication 
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when fluids by mouth can be tolerated. After this survey, the author feels that when 
fluids taken by mouth cannot be tolerated and the case is considered to be beyond 
exploration or “inoperable.” the blessed end is near enough without direct assistance. 
—Author’s abstract. 


When dilatation is feasible, and it usually is, it is far more satisfactory than 
gastrostomy.—l. A. B. 


Spontaneous Hemopneumothorax: Treatment by Early Thoracentesis, MARVIN MOSER, 


New York. \. Y. Dis. of Chest 179:339-45. March 1951. 


Spontaneous hemopneumothorax usually occurs in young healthy males and does 
not appear to be precipitated by trauma or strain. Often there is a history of pneumonia 
in childhood. It is probably caused by the rupture of an emphysematous bleb and 
the tearing of a small vessel which is adherent to the parietal pleura. The release 
of blood and air into the pleural cavity occurs rapidly. The onset is usually sudden, 
with severe tearing chest pain and dyspnea the njost prominent symptoms. Marked 
weakness. tachycardia, and shock may occur if intrathoracic hemorrhage is severe 
and prolonged. The prognosis is excellent if the patient survives the acute attack. 

Four cases of this syndrome are presented. One case also showed evidence of cystic 
disease of the lung. All cases were treated by early and repeated thoracenteses. Blood 
transfusions were necessary in 1 patient because of continued accumulation of blood 
in the pleural cavity. Recovery was rapid and complete in all patients and they were 
well when seen several years later. Full lung reexpansion occurred within 7 to 13 
days after the onset of symptoms. Chest taps and aspiration of blood and air were 
done on admission and as often as required. Air was not injected into the pleural 
cavity following thoracenteses. Lung re-expansion occurred more rapidly in this 
series than in previously reported cases where thoracentesis was delayed and the 
pleural pressure maintained by injection of air following aspiration of blood. Evidence 
of inereased hemorrhage was not found in the 4 reported cases that were treated 
without air injection. It was felt that morbidity and length of hospital stay was 
definitely reduced by this treatment. Complications such as constrictive pleurisy. 
which may require surgical decortication procedures. may also be reduced by 
utilizing early and repeated thoracenteses in the treatment of spontaneous hemo- 
pneumothorax. 10 references. 2 figures-—Author’s abstract. 

The use of active chest exercises may be quite helpjul in speeding absorption of 
pleural exudates of blood and in attaining an early return to norma chest ex- F 
pansion—-Ed. 


Congenital Chondrosternal Depression (Funnel Chest), Its Treatment by Phreno- 
sternolysis and Chondrosternop/asty. HENRY A, BRODKIN, Newark, N. J. Dis. of Chest 
19:17-19, March 1951. 


Congenital deformities of the anterior chest wall. which are believed by the author 
to be due to the contractions of a congenital abnormally developed diaphragm, have 
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been discussed briefly. A new nomenclature and classification based on this theory 
have been suggested. 

Infants with a congenital chondrosternal depression (funnel chest) have a mobile 
inspiratory retraction of the chondrosternal area and the epigastrium. This is due to 
the pull of the congenitally deficient tendinous anterior portion of the diaphragm on 
its attachment to the chondrogladiolar-xiphoid junction. To offset this mechanism, 
thereby reducing this retraction, and to prevent the fixed depression which would 
develop later, the author prescribes the operation, phrenosternolysis, as early as 
possible. A description of the operation as practiced by the author is given. A sum- 
mary of five infants who were treated by phrenosternolysis with satisfactory results is 
tabulated. 

In childhood the deformity becomes fixed and comparatively immobile. In the older 
group with this depression, definite cardiorespiratory symptoms and signs result 
hecause of the compression of rotation of the heart and great vessels. In these patients. 
enough and_ sufliciently incapacitating to warrant surgical correction. For such 
patients. the author’ employs an operation he has termed chondrosternoplasty. the 
details of which are described. Summaries of the case histories of six patients so 
treated are given. In all these patients. the cosmetic result has been most satisfactory. 
All have been able to indulge in greater physical activity. The adult group are now 
performing arduous labor whereas before they could not work at any strenuous job, A 
marked orthostatic pulse and blood pressure were found in this group. 6 references. 


BREAST ‘ 


The Technic oj Radical Mastectomy. D. T. BOSCH AND L. G. BEISLER, Newark, N. J. 
J. M. Soc. New Jersey 48:112-15. March 1951. 


The importance of a properly performed radical mastectomy can only be appreciated 
when it is realized that mammary carcinoma is the most frequent type of cancer known 
to man, and that almost 4 per cent of all adult women will develop carcinoma of 
the breast. 

The four basie principles of radical mastectomy, originally stated by Halsted and 
Mever. remain undisputed. These principles are: excision of a large area of skin over 
the breast: excision of both pectoral muscles; complete axillary dissection: and 
removal of entire specimen en masse. 

The majority of patients are initially subjected to an incisional or excisional biopy 
and frozen section examination, following which a radical procedure is undertaken 
without further delay but with fresh sterilization and use of clean equipment. 

Numerous incisions have been used for radical mastectomy. The incision should 
be at a safe distance from the tumor, in no instance less than five centimeters. Com- 
petent authorities disagree as to the necessity of skin grafting. A plastic closure can 
be utilized in many cases, whereas the general concensus of opinion is that wide 
excision with a skin graft is often the preferable procedure. No incision should be 
carried into the axilla because this results in a vertical band of scar tissue, which 
restricts arm motion. The skin flaps should be raised in all directions and should be 
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thin, including only the skin and the areolar tissue lying above the superficial layer 
of the superficial fascia. This removes all breast tissue since the breast is embryo- 
logically derived from skin glands. All areas not in the immediate operative field 


should be covered with warm, wet sponges to avoid cooling and dehydration. 2 figures. 
Author's abstract. 


ABDOMINAL SURGERY 


ABDOMINAL WALL 
See Contents for Related Articles. 


HERNIA 


Hernia Repair with Cotton, Preliminary Study of 337 Cases. FLOYD R. PARKS, Los 
Angeles. Calif. Ann. West Med. & Surg. 5:457-60, May 1951. 


This paper is a study of 337 consecutive, unselected cases of herniorrhaphy per- 
formed in private practice using cotton sutures and early ambulation. The author 
believes that long staple cotton is the optimum suture material and that early ambula- 
tion lowers the number of postoperative complications, does not increase the recurrence 
rate, and results in an important economic saving to the patient. 

All types of hernia were included in the series. No one technic of repair was used, 
but the author used 2.0 and 3.0 long staple cotton throughout. in a repair suited to 
the fundamental anatomy of the individual case. Careful Halsteadian surgery with 
meticulous closing of all layers is stressed. Postoperative care emphasizes: that the 
patient stands to void and does some walking the first postoperative day; removal 
of skin clips on the second postoperative day; discharge from the hospital on the 
second or third postoperative day: and return to work in one to six weeks, depending 
on the type of work. 

The author reports total complications at 7.1 per cent; infections, 2.1 per cent; 
recurrence rate to-date (follow-up continues), 1.2 per cent; and greater comfort and 
economic saving to the patient with no discernable increase in complications or 
recurrence rate. 26 references. 2 tables.—Author’s abstract. 

It is now generally agreed in this country that nonabsorbable sutures are prejerable 
to catgut in the repair of hernias.—A.W.B. 


The Inversion Operation in Femoral Hernia. c, Crxic, Launceston, Tasmania. Aus- 
tralian & New Zealand J. Surg. Feb. 1951. 


An operation, the purpose of which is to combine a good method of dealing with 
the sac with complete avoidance of the inguinal canal, is described. 

An incision parallel to Poupart’s ligament is made over the sac. The sac is cleaned 
from its outer coverings up to the openings into the femoral canal. Using a blunt 
dissector, the neck of the sac, which lies in the canal, is gently separated from the 
surrounding tissues. Another much smaller incision is made over the outer edge of 
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the rectus muscle, from 2.5 to 3.5 cm. above Poupart’s ligament. The peritoneum is 


opened, The patient is placed in Trendelenburg’s position, and a curved dissector is 
passed through the sac into the peritoneal cavity and out again through the upper 


incision. There is a hole in the rear end of the dissector. and, as this end comes level 


with the opening in the sac, the fundus is sewn to the dissector. As the dissector is 


pulled out through the upper wound, the sac follows it and comes out inverted through 


the wound. Using fine chromic catgut as a continuous suture, the sac is sew to the 


parietal peritoneum, which is now completely closed. A thread suture is now passed 


through the fundus of the sac. The ends of this suture are threaded on two curved, 


cutting-edged needles. A tunnel is made between the peritoneum and the transversalis 


muscle. The needles are individually passed through this tunnel and out through the 


skin in such a way as to draw the sac into the tunnel. This thread suture is removed 


with the ordinary sutures. The two incisions are now closed. 


The author does not. as a general rule. go beyond this point. He considers that the 


femoral canal is closed by the weight of blood in the canal. He points out, however, 


that if the surgeon wishes to perform a plastic repair, he may do so easily from above 


by enlarging the upper incision. 


PERITONEUM 
See Contents for Related Articles. 


STOMACH AND DUODENUM 


The Effects of lagoetomy and Phrenicotomy on the Cardia, \. €. JEFFERSON, ©. W. 
PHILLIPS, M. M. PROFFITT. AND H. CHELES. Chicago. Ill, Am. J. Dige-t. Dis. 
8:217-19. July 1951, 


Section of both vagus nerves in the chest of animals is usually followed by cardiospasm 


or archalasia of varying severity. depending on the level of the section. It was observed 


that this disturbance could be diminished or abolished by section of the left phrenic 


nerve. High vagotomy just below the hilus of the lungs leads to marked cardiospasm 


and esophageal retention in all animals. while low vagotomy just above the diaphragm 


may or may not lead to transient cardiospasm and esophageal retention. Sham 


vagotomy. that is. elevation of the vagus nerve fibers in the chest. leads to temporary 


cardiospasm and esophageal retention lasting from two to three weeks. Subtotal 


gastrectomy only and other forms of gastrointestinal surgery did not affect the 


esophagus or cardia relative to cardiospasm. 


Section of the left phrenic alone is not followed by disturbances of the esophagus 


or cardia, whereas simultaneous section of the left phrenic nerve and bilateral vagus ‘ 


nerves high in the chest is followed by no cardiospasm or transient, slight cardiospasm. 


It was observed that the interruption of the phrenicovagal impulses was followed by 


a patulous cardia in animals as well as in humans. 


Left phrenic impulse interruption is. therefore, recommended for cardiospasm, 


especially before fibrosis has occurred. 11 references. 1 figure.—Author’s abstract. 


Vost patients with cardiospasm will respond to conservative treatment. Those few 
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nerve, and it would seem worthy of a thorough trial-J.M.W. 


Primary Linitiis Plastica Carcinoma of the Colon, RUPERT B, TURNBULL, EDWIN R. 


FISHER, AND BERNARD D. ROSENAK. Cleveland. Ohio. Cleve'and Clin. Q. 18:210-16. 
July 1951. 


The primary linitis plastica type of carcinoma of the colon is rare; about five cases 
have been reported in the literature. beginning with David in 1931. Most reports 
dealing with this entity have been with secondary linitis plastica of the colon, the 
primary lesion being in the stomach. As in two of the four cases recently reported by 
Laufman and Saphir. this report deals with linitis plastica carcinoma arising in a 
previous'y existing chronic ulcerative colitis simulating an exacerbation of this 
disease. The authors point out that this type of carcinoma arising in a diseased colon 
ix difficult to detect by the usual method and that any change in the patient's condition. 
where long-standing ulcerative colitis has been present. may be the first indication 
that it is present. The term linitis plastica is used to denote a special microscopic type 
of neoplasm and is used for those neoplasms that convert the intestine into a rigid tube. 

In the case reported, the entire left colon excluding the lower rectum was removed. 
Pathologic study revealed intravascular invasion and all the regional nodes to be 


involved by secondary neoplasm. 6 references. 3 figures.—Author’s abstract. 


Carcinoma Developing in Jejunal Ulceration Following Gastroenterostomy for Peptic 


Ulcer: A Case Report. WENDEL. \. GROSJEAN AND JAMES M. DAVIS. Winfield Kansas. 
M. Soe. 52:257-59, June 1951. 


Malignant degeneration in stomal ulcers following both gastroenterostomy and 
gastric resection for benign peptic ulcer has been reported a number of times. All 
involved the stomach and in some instances the jejunum. secondarily. Malignant 
degeneration involving only the jejunal side of the stoma, following gastroenterostomy 
for benign disease. is extremely rare: only one case is reported (Santy 1939), This 
case is briefly summarized. An additional case is reported by the authors. The patient. 
a 67 year old male. suffered a ruptured pyloric uleer 15 years previously. for 
which simultaneous closure and short-loop posterior gastroenterostomy was done. The 
results were good until the onset of his current symptoms which date back 6 months. 
These were pain, vomiting. nausea and the loss of 40 pounds. X-ray showed almost 
100 per cent retention of barium in 5 hours. At operation a mass was found involving the 
posterior surface of the transverse colon and a greater curvature of the stomach 
and the jejunum & cm. bevond the ligament of Treitz, The mass felt malignant. 
although the origin could not be determined at that time. No liver or obvious lymph 
node metastasis was seen. The mass was removed by wide excision. This involved 
transverse colectomy. subtotal gastrectomy. and partial jejunectomy beginning at the 
duodenojejunal juncture. Eleven months after surgery. the patient is doing well 
without evidence of recurrence. 

The surgical specimen showed an ulcerated lesion 3 cm. in diameter in the jejunum, 
where it was attached to the greater curvature of the stomach by previous gastro- 
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requiring an operation might respond to this procedure of section of the left phrenic 


‘ 


enterostomy: the posterior surface of the colon was bound tightly to the mass by 
inflammatory reaction only. The gastric mucosa showed no ulceration. Microscopically, 


nests of gland-forming tumor cells were found adjacent to and beneath the jejunal 


mucosa with no involvement of the gastric mucosa. None of the lymph nodes showed 


metastasis. 4 references. 3 figures—Author’s abstract. 


Carcinoma of the jejunum occasionally is found with or without an associated 


gastro-jejunostomy._-W.D.H. 


Surgical Aspects of Meckel’s Diverticulum. Report of 64 Operative and 11 Autopsy 
Cases. FREDERICK B. WAGNER, THOMAS A. SHALLOW, AND SHERMAN A. EGER, The 
Jefferson Medical College Hospital. Philadelphia. Pa. Gastroenterology 16:539-51. 

Nov. 1950. 


Seventy-five cases of Meckel’s diverticulum were found between 1914 and 1949 
63 per cent in males, 37 per cent in females. The onset of symptoms due to Meckel’s 


diverticulum may occur at any age of life. the average age in this group being 25 


years, Some remain asymptomatic throughout life, being found only incidentally at 


autopsy (11 cases or 15 per cent of this group). Diagnosis of this lesion is often 


difheult. Abdominal pain is one of the chief symptoms although it varies widely 


as to character and location. Massive hemorrhage per rectum. if present. offers the 


best clue to diagnosis. Signs suggestive of appendicitis combined with intestinal 
bleeding strongly suggest the presence of a Meckel’s diverticulum. A preoperative 


roentgen diagnosis can be made with certainty (2 in this series) only when there is an 


umbilical fistula communicating with the intestine. 
Nineteen of the cases in this group had serious complications. There were 13 


cases with acute inflammation of the diverticulum, of which 4 progressed to rupture. 2 


had intussusception. 1 had obstruction from a band, and 1 had volvulus. Ulceration of 


the mucosa occurred in only 1 case. though this has been frequent in other series. 


Other complications included 2 cases of obstruction from bands. 1 case of intus- 


susception, and 2 cases of umbilical fistula. 
Routine search for a Meckel’s diverticulum at the time of laparotomy is urged. When 
found, it should be removed. In this series. diverticulectomy was performed in 41 


uncomplicated instances without a mortality. There was a 15.8 per cent operative 


mortality among the 19 cases in which the Meckel’s diverticulum was associated 


with complications. 22 references. 3 tables. 5 figures. 2 charts.—Author’s abstract. 


Intestinal Obstruction, WALTER €., MacKENzIE, University of Alberta. 


Intestinal obstruction may be the result of a diversity of causes. The clinical mani- 


festations of an obstruction. therefore. may vary considerably. There is a great 


tendency for all of us to try to put each case of intestinal obstruction into one of three 


air-tight compartments: simple occlusion, strangulation obstruction, and neurogenic 


obstruction. It becomes increasingly clear as the years go by, however. that no clean 


dividing line can be drawn between the varieties of intestinal obstruction. Wangen- 
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steen’s classification. based on the mechanism producing the obstruction, is probably 
one of the best. 

Melver’s report on the incidence of various forms of intestinal obstruction from 
the Massachusetts General Hospital gives a good cross-section of the average large 
general hospital: strangulated external hernia, 44 per cent: bands and adhesions. 30 
per cent: neoplasm, 10 per cent; intussusception, 5 per cent: volvulus. 4 per cent: 
mesenteric thrombosis. 3 per cent; and other causes. 4 per cent. 

Melver reported 335 cases of mechanical obstruction seen at the Massachusetts 
General Hospital. 

Physiological alterations accompanying intestinal obstruction may best be discussed 
under five headings: 

1. Local and systemic effects of fluid and electrolyte losses. 

2. The effects of distention on the functions and viability of the gut. 

3. Toxic factors associated with intestinal obstruction, 
1}. Relation of bacterial growth to intestinal viability. 


». Problems attending compromise of blood suppl\ of the intestines. 

Obstruction affects the bowel wall itself first and the body as a whole second. 
Obstruction high in the small intestine causes important changes in blood chemistry. 
With continued vomiting. there is a decrease in the chloride and sodium ions and 
dehydration. There is a rise in nonprotein nitrogen. Electrolyte loss is largely 
responsible for striking systemic effects and death in unrelieved high small bowel 
obstruction. The administration of normal salt will considerably delay the effects 
of high obstruction but will not prolong life appreciably in obstructions low in the 
small intestine. 

In obstruction high in the small bowel, vomiting empties the intestine above the 
obstruction: consequently, there is no distention, but the harmful effects are those of 
fluid and electrolyte loss. With obstruction low in the small intestine. vomiting cannot 
empty the bowel completely above. and distention becomes a marked feature. 

It has been proven experimentally that penicillin in large doses may prevent 
necrosis and ulceration of the mucous membrane. Thus we can assume that distention 
helps bacteria to invade the gut wall and that bacterial growth may be responsible 
for ulceration and necrosis. 

Strangulation adds terrifically to the dangers of obstruction, due primarily to the 
ready passage of bacteria and/or toxic material through the necrotic intestinal wall. 

Clinical picture: \n intestinal obstruction, pain is usually the first, most consistent 
and most important symptom in all except the paralytic cases. In occlusion it is crampy, 
colicky, and central in position, occurs in waves which last for 3 - 5 minutes, becomes 
very severe, and then passes off, to be followed after an interval of freedom by a 
return of the pain at more or less regular intervals. In simple occlusion the onset of 
the pain may be more or less gradual. 

In strangulated obstruction the history is of sudden onset of pain, usually increasing 
in severity and continuous in most of the cases. In colon obstruction, the pain has 
usually been present for weeks or months as a mild, crampy disturbance across 
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the lower abdomen, which is often relieved by passing gas or by a bowel movement. 
indicating an incomplete obstructive process. Complete constipation is the rule in all 
cases of complete obstruction, Vomiting occurs early in high intestinal obstruction; 
in low small bowel obstruction, it comes on later, Colon obstruction may not exhibit 
vomiting for three or four days; we all frequently see cases where there has been no 
vomiting on admission despite a long-standing large bowel obstruction. Vomiting 
comes on very early in strangulation. 

Physical examination: In early cases of obstruction, there may be little altera- 
tion from the normal in the general appearance of the patient. However, as the 
disease progresses, the patient may present dry tongue and lips, sunken eyes, and 
the parchment-dry skin of dehydration. The urine is concentrated and small in amount, 
with little, if any, chloride. 

{hdomen: In high small-bowel obstruction, distention in the upper abdomen may 
be slight or absent. In low small-bowel obstruction, it is considerable. except 
occasionally in gallstone ileus. Colon obstruction, on the other hand, exhibits peripheral 
distention early with superimposed central distention later as the low small bowel 
dilates. In any examination of the abdomen, abdominal sears should be inspected and 
palpated with care. We should all bear in mind that in most large series of cases of 
intestinal obstruction approximately 75 per cent of the cases have an etiology of 
hand or adhesions from previous operation or else the obstruction is due to involve- 
ment of a hernial site. 

Tenderness, rebound tenderness. and spasm are of the greatest importance in 
making a diagnosis of strangulated obstruction. 

Persistent auscultation of the abdomen with a stethoscope reveals the metallic 
explosions of the shifting gas or the bubbling and gurgling of mixed gas and fluid, 
the highest pitch of these sounds corresponding to the height of the crampy pain in 
obstruction. One of the diagnostic features of adynamic ileus is the absence of intestinal 
sounds —the “silent” abdomen. 

Under normal circumstances a scout film of the abdomen reveals gas in the stomach 
or in the large bowel. 

\ careful history. a detailed physical examination, rectal examination. sigmoido- 
scopic examination, and scout films will usually present us with the evidence needed 
to give us the diagnosis of intestinal obstruction. 

Treatment: Exploration is indicated in nearly all cases of small bowel obstruction. 
All cases of simple small-bowel occlusion, seen early, should be explored as soon as 
possible. Cases of small-bowel obstruction without evidence of strangulation, seen late. 
that is 72 hours or more after the onset of symptoms. should be treated conservatively. 
In colon obstruction many will respond to conservative measures, but if these fail. 
decompression must be affected. 

When surgical intervention is elected. suction provides a valuable adjunct by 
partially reducing the distention preoperatively and preventing distention from oc- 
curring postoperatively. Experience has shown that the conditions responding to 
constant suction as an intestinal decompression therapeutic measure are: 


1. Adynamie ileus, postoperative or due to any cause. 
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2. Recent postoperative non-strangulating obstructions due to fibrinous adhesions. 
Thirty-six per cent of cases are due to bands and adhesions. The best procedure in 
the treatment of recurrent obstruction due to adhesions is an operation described by 
Thomas B. Noble. which has also been reported by Lord. called plication of the small 
intestine. Noble states that this operation creates controlled, rather than uncontrolled, 
adhesions. 

To summarize: Ideal treatment should be directed to the correction of fluid and 
electrolyte losses. release of the obstructive mechanism by surgery. and the removal of 
devitalized bowel. with the restoration of gastro-intestinal continuity when gangrene 
is seen as a complication. 


Subtotal Gastric Resection in the Treatment of Benign Gastric and Duodenal Ulcers. 
W. B. GNAGL. Monroe. Wis. Wisconsin M. J. 50:554-58. June 1951. 


Subtotal gastrectomy is the removal of approximltely the lower three-fourths of the 
stomach and the pylorus and ulcer-bearing portion of the duodenum. Present-day 
knowledge of the preoperative and postoperative care of these patients. improvements 
in anesthesia and in the use of antibiotics. has made subtotal gastrectomy. in the 
hands of a competent surgeon, a safe procedure. It gives the best permanent result in 
gastric and duodenal ulcers that do not respond to adequate medical management. 

Indications for resection are: persistent pain: obstruction; massive and repeated 
hemorrhage: most acute performations: and all gastric ulcers suggestive of being 
malignant. 

Patients who are to have subtotal gastric resection are hospitalized 48 hours prior 
to their scheduled surgery. Good preparation of the patient assures a smoother con- 
valescence. Anemia and hypoproteinemia should be corrected by plasma and trans- 
fusions. We routinely give these patients a transfusion during surgery as a prophylaxis 
against shock. Intratracheal anesthesia is used, along with curare and intravenous 
pentathol, After much experience with various incisions, the author has concluded 
that a midline incision from the ensiform cartilage down to, and at times including, 
the umbilicus gives the best exposure. We prefer the Hoffmeister resection, doing an 
anterior colic anastomosis of the remaining stomach to the jejunum. Following 
surgery. a Wagensteen suction is kept in the stomach for three days and is frequently 
clamped off for short periods. After the third day, feedings are increased as they can 
be tolerated, keeping them frequent and small. Patients are usually discharged seven 
to ten days after surgery. 

During the past ten years. we have treated 141 patients with benign gastric and 
duodenal ulcers surgically: the youngest was 18 years old, the oldest, 78. Nine of our 
patients were young persons from 18 to 25 years. We do not hesitate to recommend 
subtotal gastrectomy to young patients whose ulcer does not respond to medical 
management. There were 3 deaths in our series. a mortality rate of 2.12 per cent. Two 
were the result of general peritonitis following a “blow-out” of the duodenal stump, one 
the result of coronary heart disease. 
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Some acute perforations which are not seen until 24 to 
be treated conservatively: subtotal resection can be performed more safely at a 


later date. Perforations with signs of spreading peritonitis should be surgical 


emergencies. In most cases only closure of the perforation should be done, but 


occasionally the patient's condition may be satisfactory for resection. 


Our experience with subdiaphragmatic vagotomy in the treatment of uncomplicated 


duodenal ulcer was not good. Their ulcer symptoms were replaced by new symptoms 


fullness, belching. and diarrhea--which were just as disturbing as their ulcer 


symptoms had been. 
Results with combined vagotomy and resection were much better, but diarrhea was 


still a most disturbing symptom. Vagotomy is indicated in the treatment of marginal 


uleer following adequate resection. 
We experienced little trouble with the “dumping” syndrome, probably because our 
patients were imptessed with the importance of small, frequent feedings for several 


months after surgery. 
\s a group. patients who have had adequate subtotal resection are most grateful: 
they appreciate being able to eat and enjoy life as normal human beings. 9 references. 


3 figures. 1 table——Author’s abstract. 


These results are commendable and show that subtotal gastrectomy for benign peptic 


ulcer is one of the most satisfactory procedures available to the surgeon.—J.M.W . 


Parallel Survey of Gastric and Duodenal Ulcers, P. CHENE. J. M. GORSE, AND A, 
EYROLLE. Paris. France. Presse med. 643:  . May 1951. 


Clinical features of Cruveilhier’s disease (ulcer of the stomach) and Buequoy’s 
disease (ulcer of the duodenum) have been well defined, but in both diseases many 


atypical cases are observed. The object of the present study is to determine the 


proportion of cases which develop in conformity with standard symptoms. 


The writers have limited their study to 1.200 cases of ulcer of the duodenal bulb 


and 200 cases of ulcer of the lesser curvature of the stomach, their observations being 
made according to a homogenous method which led them to exclude ulcers in the 
young. double ulcers, those of the pyloric duct. and those in which the ulceration was 


associated with unquestionable involvement of the gallbladder. 


The writers point out that. if a standard description might be given of the 
development of the functional disorders in Bucquoy’s disease (only 2.5 per cent 
atypical cases), it is not the same for the ulcer of the lesser curvature (47.5 per cent 
irregular). 
Lleer of the duodenal bulb shows a higher incidence in younger men (92 
per cent male, 8 per cent female). The difference is less marked for the ulcer of the 
lesser curvature (64 per cent male, 36 per cent female). Duodenal ulcer develops in a 
more cyclic manner and with more typical features. 
The writers dwell on the nonselective location and character of the initial pain, 
on the low incidence of burnings. the rarity of vomiting. They finally try to establish 
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a distinct difference between Cruveilhier’s disease and Bucquoy’s disease, basing their 
argument on the etiology. clinical data, and the mode of development of both diseases. 


INTESTINES 


Familial Incidence of Primary Carcinoma of the Jejunum. JAMES E, PRIDGEON, 
CHARLES W. MAYO. AND ARTHUR G. STEINBERG, Rochester. Minn. J.A.M.A. 146:797-8, 
June 30, 1951. 


In reviewing the literature one finds that carcinoma of the small intestine forms 
from 0.029 per cent to 6 per cent of the gastrointestinal malignant lesions, After an 
exhaustive survey, more than 550 cases of adenocarcinoma of the jejunum and ileum 
were found. However, only too rarely are carcinoid tumors segregated from primary 
carcinomas of the small intestine. Only one case of familial incidence was found 
among the 63 cases in which carcinoma of jejunum and ileum was surgically treated 
from 1907 through June 1947, at the Mayo Clinic; this series of cases is discussed 
elsewhere. Foster’s description of adenocarcinoma occurring in father and daughter 
is the only report found in the literature of a familial incidence of this lesion in the 
jejunum and ileum. 

Two additional reports of carcinoma of the jejunum occuring in brothers are 
reported. Other members of the family were investigated and were found to be well 


or to have died of unrelated disease. 7 references.—Author’s abstract. 


Anesthesia in Intestinal Obstruction. S$. BELINKOFF AND 0. W. HALL, JR... New Bedford, 
Mass. Current Researches in Anesth. & Analg. 30:96-102, March-April 1951. 


There was a variance in preoperative preparation of the patients. Those patients who 
were treated with intestinal suction and were decompressed preoperatively were 
better able to withstand the procedures. Those patients who were able to have surgical 
treatment in divided stages usually enjoyed a more favorable outcome. Two surgeons 
who had a preoperative routine of Wangensteen suction. maintenance of fluid balance, 
and possibly operative decompression before any major surgery was attempted had 
consistently better results than the others. 

A final consideration and often an ultimate factor in recovery of the patient is the 
mental attitude and cooperation of the patient himself. The group that is apprehensive, 
self-pitying. and uncooperative exhibits a much higher morbidity and mortality rate. 
If possible. the surgeon must obtain the confidence and full cooperation of his patients, 
particularly those in the older age group. 

Most of the deaths occur from pneumonia or from cardiac failure. Pneumonic 
procicies were due primarily to regurgitation and aspiration in patients with 
distention: therefore, preoperative decompression is of vital importance. The deaths 
from cardiac failure were all in the age group of those from 72 to 80 and did not seem 
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to he influenced by the type of anesthesia. but all of them were markedly distended at 
the time of operation. 4 tables. Author's abstract. 


Gastrointestinal Function Following Radical Pancreaticoduodenectomy. CHARLES B. 


RIPSTEIN AND WILLIAM osTROW. Brooklyn, \. Y. Rev. Gastroentero!. 
\pril 1951. 


The operation of radical pancreaticoduodenectomy has become a well-standardized 


procedure and can be carried out with a reasonable mortality. The end-results in terms 


of cure are disappointing. but attempts are being made to improve the procedure. The 


weak point lies in the necessity for preserving the superior mesenteric vein where it 
| 


traverses the panereas. This part of the vein may be sacrificed and the venous drainage 


of the bowel restored by anastomosing the end of the superior mesenteric to the 


splenic vein. 


The essential points in reconstruction of the gastrointestinal tract following excision 


of the head of the pancreas are as follows: 


1. An adequate portion of the stomach must be removed to forestall the danger 


of gastrojejunal ulcer. Gastrointestinal continuity is reestablished by an anterior 


vastroesterostomy, 


2. The biliary flow into the intestine must be restored. The gallbladder may be used 


for anastomosis if the cut end of the common bile duct is carefully closed to prevent 


biliary fistula, Ascending cholangitis due to biliary reflux does not occur if a long 


defunctionalized jejunal loop is used. 


3. The pancreatic duct must be anastomosed to the jejunum to restore the exocrine 


function of the pancreas. In 5 cases in which pre- and postoperative pancreatic enzyme 


studies were carried out. it was found that the duodenal amylase and lipase levels were 


restored to normal after operation. 5 references. 8 figures..-Author’s abstract. 


Intestinal Obstruction in the Infant and Newborn. JAMES ©, OVERALL AND JAMES A. 
KIRTLEY. JR.. J. Tenn. M. A. 43:397-404. Nov. 1950. 


During the first month of life. deaths due to congenital anomalies are second 
only to prematurity. The surgical mortality of intestinal obstruction in the newborn 


period is far higher than in adults and far higher than it should be. Earlier diagnosis 


as well as petter pre- and postoperative care and better surgical technic will help 


reduce this mortality. 


Earlier diagnosis can be accomplished if one is always on the alert for these 


conditions, Certain cardinal symptoms are these: 


1. Vomiting. present nearly always. Its type is dependent on the location of the 


anomaly. If there is esophageal obstruction. the vomiting will resemble regurgitation: 


if the obstruction is low intestinal. it will seem fecal. Presence or absence of bile in 


vomitus is helpful in indicating the site of obstruction. 


2. Absent or scanty stools, Absence of bile or desquamated amniotic contents may 
he looked for, 
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3. Loss of weight. or failure to gain weight. 

1. Abdominal distention. The type or location of distention would be directly related 
to site of obstruction. 

5. Visible and audible peristalsis. 

6. Fever frequently due to dehydration. 

7. X-rays of the abdomen usually give sufficient confirmator yevidence. Films with 
the patient inverted may be of great help. 

Most of the different forms of obstruction in the newborn period require early 
diagnosis and surgical relief. The following are the more common types and are dis- 
cussed in some detail: esophageal stresia and tracheoesophageal fistula; atresia of 
intestine: stenosis of intestine, hypertrophic pyloric stenosis, and enterogenous cyst of 
duodenum or colon; diaphragmatic hernia: meconium ileus; intussusception; obstruct- 
ing mesenteric tumors: functional intestinal obstruction; malrotation of the colon; and 
imperforate anus. 

Some of the important points in the pre- and postoperative care and technical and 
surgical points are: constant suction-siphonage drainage. placing a canula in a vein 
before operation, preoperative correction of dehydration and blood chemistry with 
correction of acidosis and adequate amounts of blood during operation, indicated 
postoperative fluids and chemotherapy, adequate incision and exploration for mutliple 
points of obstruction, complete surgical correction whenever possible, and complete 
cooperation of pediatrician and surgeon. 5 references. 6 figures.—Author’s abstract. 


APPENDIX 
See Contents for Related Articles. 


LIVER AND BILIARY TRACT 


The Flocculation Tests in the Differential Diagnosis of Jaundice. HANS POPPER, 
FREDERICK STEIGMANN, JESUS DE LA HUERGA, AND YUKIO TSUMAGARI, Chicago, IIL. 
Am. J. Digest. Dis. 78:190-97, 1951. 


Diagnostic results of cephalin cholesterol flocculation, thymol turbidity, zine sulfate 
turbidity. and gamma globulin turbidity in 396 cases of jaundice are presented, and 
the physico-chemical basis of these four tests is discussed. Liver cell damage appears 
hest reflected in cephalin flocculation and thymol turbidity: mesenchymal reaction 
usually appears best reflected in abnormally high gamma globulin and zine sulfate 
turbidity. In biliary obstruction, especially, the zine sulfate turbidity and_ the 
cephalin flocculation (less so the thymol turbidity) is suppressed, whereas elevation 


of lipids increases the thymol turbidity and. less so, the zine sulfate turbidity. Con- 
sideration of these points offers a coordinated use of these technically simple tests in 
a flocculation profile: Elevation of cephalin flocculation and thymol turbidity, and less 
so of gamma globulin and zine sulfate turbidity. indicate an acute hepatitis. A rise 
primarily of the gamma globulin turbidity suggests transition into cirrhosis. Marked 
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elevation of the gamma globulin turbidity and zine sulfate turbidity and less elevation 
of thymol turbidity speaks for cirrhosis, whereas low zinc sulfate turbidity and 
cephalin flocculation indicate obstructive jaundice. For the differential diagnosis of 
jaundice, the combination of cephalin flocculation and zine sulfate turbidity appears 
the most promising. theoretically and the most effective. practically. 


A Simple, Safe Method of Cholecystectomy. 4. sNEIRSON, Binghamton, N. Y. Surgery. 
29:781-85, May 1951. 


This method differs from other technics in that the cystic artery is ligated as a 
primary step. The gallbladder is grasped at the fundus and ampulla and retracted to the 
right, Incision is made on the left side of the gallbladder near the ampulla, and the 
serosa pushed away. The cystic artery will be exposed by this manuever in approxi- 
mately 90 per cent of the cases. The artery is ligated and cut close to the gallbladder 
following which the gallbladder may be removed in either direction. 

By this technic a bloodless dissection is assured. and the complications due to blind 
grasping of a retracted cystic artery prevented. 5 references. 2 figures.—Author’s 
abstract. 


There is no “safe” method of doing a cholecyspectomy.—J SR. 


Carcinoma of the Common Bile Duct Pancreatodudenectomy with Roux-Y Anastomo- 
sis. W. EDWARD FRENCH, Memphis. Tenn. Memphis M. J. 25:87-9, June 1951. 


The surgical problem of neoplastic biliary obstruction has necessitated an attack on 
three organs: the extra hepatic biliary duct system. the pancreas. and the duodenum. 
The surgical attack for neoplastic lesions of these three organs is essentially the same. 


although the prognosis. histology, and pathogenesis of these tumors are quite different. 


The poor prognosis following radical pancreatoduodenectomy ofr carcinoma of 


the head of the pancreas or the second portion of the duodenum has caused many to 
abandon this procedure. Little can be hoped for if surgeons develop such a defeatist 
attitude. A plea is made for early surgical intervention. 

While there may be a question as to whether or not a resection should be done for 
cancer of the head of the pancreas or duodenum, the concensus of most surgeons 
doing pancreatic surgery is that cancer of the lower end of the common duct or 
ampulla of water should be treated by pancreatoduodenectomy. 

\ case is presented which is unique in that it is one of the few reported cases in 
which a pancreatoduodenectomy has been done in a diabetic for carcinoma of the 
lower end of the common duct. The patient required 42 units of insulin preoperatively 
and no insulin postoperatively.—Author’s abstract. 


PANCREAS 
See Contents for Related Articles. 


SPLEEN 
See Contents for Related Articles. 
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PROCTOLOGY 
See Contents for Related Articles 


GENITOURINARY SURGERY 


Retropubic Prostatectomy. J. R. HAND AND A, W. SULLIVAN, Portland, Ore. J.A.M.A. 
145:1313-21, April 28, 1951. 


Hand and Sullivan analyzed 100 cases of retropubic prostatectomy. There were no 
deaths, and there was no instance of permanent incontinence or osteitis pubis. The 
incidence of carinoma was 13 per cent. Five patients had extensive lesions, and 8 had 
relatively early lesions. 

The authors are of the opinion that retropubic prostatectomy can be employed 
for treatment of a wide variety of pathologic conditions within the prostate. They used it 
in the management of benign hyperplasia, calculi, fibrosed tissue at the bladder neck, 
when transurethral resection was not feasible because the urethra was small or 
narrowed by stricture, and in suspected as well as evident caricinoma, One of the 
authors also used the operation to correct obstruction at the vesical neck in a child 
(not included in the study). 

In the prostatic capsule they tried a transverse first and then a vertical incision. 
When five months later they encountered a carcinoma that had invaded the trigone, 
they found it necessary to visualize the ureteral orifices and extend the vertical 
capsular incision 1 cm. into the bladder. After this the authors used the combined 
prostate and bladder incision with increasing frequency, using it in 30 of the 100 
cases. They also used it in 40 retropubic prostatectomies not included in the study. 


The authors contend that the prostaticovesical incision which they describe makes 


possible: (1) accurate dissection of the vesical neck, which prevents injury to the 
trigone and ureteral orifices; (2) adequate hemostatis: (3) complete enucleation 


or dissection of the obstructing tissue: (4) incision of the membranous urethra at 
the apex of the prostate without exerting traction on the urethra; and (5) exact 
approximation of the prostatic capsule, vesical neck, and bladder. Carrying the 
incision through the bladder neck, they observe. does not cause any more distress 
than a capsule incision, nor does it delay healing. 

According to Hand and Sullivan. progress after retropubic prostatectomy is highly 
satisfactory. Their patients were able to get out of bed on the first postoperative day. 
There was a low incidence of bladder spasm, with a resultant comfortable con- 
valescence. Urinary control was prompt after the catheters were removed. Hospitaliza- 
tion was short. There were relatively few complications. In most instances the urine 
was clear when the patient was seen in the office about a month postoperatively. 

The authors do not perform the retropubic operation on patients whose circulation 
would be embarrassed by the Trendelenburg position. They also do not like to 
perform it on obese men, although they were able to get adequate exposure when they 
did the operation on 2 such men, When the patient is obese, when he is a poor 
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surgical risk. or when he has previously had a cystostomy. they prefer the transurethral 
or the perineal routes. 

Up to the time of this study. Hand and Sullivan favored retropubic prostatectomy 
chiefly because they believed it was less likely to impair sexual potency than the 
perineal procedure. Answers to a questionnaire did not bear out this belief and 
emphasized the difficulty of evaluating the sexual factor. particularly in elderly men. 

Of &4 men who answered the question regarding sexual function following the 
retropubic operation, 71 had benign and 13 had malignant lesions. Twenty-seven (38 
per cent) patients with benign lesions had diminished potency prior to operation. 
After operation potency improved in 9 and remained unchanged in 18. Seven patients 
(S34 per cent) with malignant lesions had had diminished potency preoperatively: none 
showed postoperative improvement. Forty-four patients with benign lesions had had 
good preoperative potency. After operation, 23 (52 per cent) had diminished potency. 11 
continued to have good potency. and 10 had better potency. Six patients with 
carcinoma had had geod potency prior to operation, After operation, two (33 per cent) 
had diminished potency. three continued to have good potency, and one had better 
potency. One of the patients with good postoperative potency. and the one with 
improved potency had not had either diethylstilbestrol or orchiectomy. The extent of 
the carcinoma appears to be a factor in lessened sexual function. Of 5 men with seminal 
vesicle involvement. four had had diminished potency prior to operation. and the 
one who had had good preoperative potency had diminished potency after operation. 

Hand and Sullivan call attention to asymmetry and unilateral firmness of the 
prostate which they beliéve are earlier suggestive clinical signs of malignant change 
than a nodule. Such minimal changes were noted in 21 patients in their series. Those 
of 13 patients proved to be due to calculi. fibrosis. and other nonmalignant disease. 
But the other 8 patients were found to have relatively early carcinoma. 


The authors also call attention to the high incidence of carcinoma arising in the 


posterior lamella; they express their growing conviction that the posterior lamella 
should be removed routinely when clinical findings suggest carcinoma and explora- 
tion leaves doubt concerning the presence of malignant growth. To get all the 
suspicious tissue in each of their & patients with relatively early carcinoma. it had 
heen necessary to remove the posterior lamella. They believe that consideration should 
also be given to removal of the posterior lamella as a prophylactic measure in 
elderly men subjected to prostatectomy for urethral obstruction; the situation here 
would be analogous to that in removal of the cervix when a hysterectomy is done. 15 


referencese. 8 figures. 3 tables.—Author’s abstract. 


Hydromechanics of Different Types of Kidney. Antti PAALANEN, Helsinki, Finland. 
Ann. med. exper. et biol. Fenniae. 28:255-61. fac. 3. 1950. 


In this investigation of the hydromechanies of the different types of kidney pelvis. 
glass models of the renal pelvis, about natural size. were used. Olive oil emulsion 


(sp.gr. 1.006) was used for these experiments which were carried out under a pressure 
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of 30 mm. He ‘corresponding to 40.5 em. emulsion). The results were as follows: In 
the glass models corresponding to the morphologic types I and II, the streams coming 
from the glass calices show a tendency to approach the sides of the calices. Upward- 
flowing secondary streams begin to separate from the primary currents at the uretero- 
pelvic juncture. They travel along the medial aspect of the glass pelvis, i.e.. where the 
upward current is weake-t. When they meet the primary currents. they push them 
gradually nearer the side of the calices. These currents set up an eddy in the medial 
part of the glass pelvis. Thus the currents and eddy-like formations in these types are 
rather similar and coherent. In the type IIL glass model the current is regular and 
free of eddies. except for a small interealycine eddy in the secondary pelves. 10 
references. 5 figures.—Author’s abstract. 


Carcinoma of the Male Urethra. GeorGe T. MELLINGER, New Orleans. La. New Orleans 
M.S. J. 103:529-33. June 1951. 


Diagonsis of carcinoma of the male urethra is often mistaken or made too late be- 
cause of its resemblance to urethral stricture of periurethral abeess. It is found in 
males of all ages. with the perineal urethra as the most frequent site. Urethral strictures 
and the trauma of dilation of the stricuture or concomitant infection are considered as 
possible causes of carcinoma of the urethra. 

Symptoms are separated into four stages. In the first stage. the symptoms are those 
of urethral stricture and are due to a narrowing of the urethral lumen: they usually 
consist of a bloody discharge. urinary obstruction with straining. dysuria, frequency 
of urination, and burning on urination. This is the stage in which treatment is most 
feasible. In the second stage. the symptoms are due to the development of a mass. 
Edema and cyanosis and even priapism may occur. and an increase in the size of the 
penis or a swelling of the perineum is found. The third stage shows symptoms due to 
secondary infection, and here the picture of periurethral abscess supervenes. When the 
patient is first seen in this stage. mistaken diagnosis usually occurs. and the abscess 
is usually incised. The fourth stage shows symptoms of all the previous stages 
with the addition of fistulous tracts. 

For proper diagnosis. urethroscopy should be carried out on all patients with the 
above picture. and biopsy should be made of any swelling or mass. A negative biopsy 
is not always dependable. as the author found two negative biopsies in our second 
case. When diagnosis is made late, prognosis is poor. 

Radical excision with urinary diversion is the treatment of choice. Radiation is of 
little value after metastatic spread has occurred, but it is sometimes administered 
postoperatively. 

Most of these tumors have the histologic picture of a squamous cell carcinoma, with 
an occasional case of adenocarcinoma orginating in Cowper's gland. These carcinomas 
are relatively slow-growing and metastasize late. Spread occurs via the pelvic, 
inguinal, and iliac lymph nodes, and extension may occur to contiguous structures. 


Case No. 1. a colored male. was first seen August 2. 1948; he had had pain in the 
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perineum for six months. Symptoms of urethral stricture with low-grade fever and 
hematuria ensued, The obstructive symptoms became worse, and a hot. tender swelling 
in the perineum was noted. Diagnosis of periurethral abscess was made; suprapubic 
cystoscopy and incision and drainage of the perineum was done. No pus was obtained. 
There were several episodes of incision and drainage with partial healing and at last 
biopsy showed transitional-cell carcinoma of the urethra. A radical resection of the 
entire urethra, perineum, and prostate. with suprapubic cystostomy. was done. The 
patient recovered from the surgery but died five months later. The operative specimen 
showed a highly-malignant, poorly-differentiated, transitional-cell carcinoma of the 
urethra. 

Case No. 2. a white male patient, was first seen April 15, 1949, with complaints of 
difficult voiding for one year. It was impossible to pass a filiform, and an external 
urethrotomy was done. The operative area appeared neoplastic, and biopsy showed 
foreign-body giant cells but no malignancy. Dilatations were carried out postopera- 
tively, and perineal abscesses were drained several times. On January 31. 1950. another 
biopsy from the perineum again showed foreign-body giant cells with no evidence of 
malignancy. On May 9, 1950, the perineum was again biopsied and an early, grade 1, 
squamous-cell carcinoma was found. The patient went elsewhere for surgery, and a 
radical resection of the perineum was done. At last report on January 1, 1951, the 
patient was still alive but in extremely poor condition, 7 references. 5  figures.— 
futhor’s abstract. 


Round Ligament Sling Operation for Recurrent Stress Incontinence. H. H. FOURACRE 
BARNS, Middlesex, England. Middlesex Hosp. J. 57 :60-63, July 1951. 


The etiology of stress incontinence is briefly discussed. The important anatomic 
change noted in cases of stress incontinence is the descent of the bladder neck. It is 
suggested that if the bladder neck is replaced and maintained in its proper anatomic 
position, a cure of the condition is obtained. For patients having recurrent stress 
incontinence (i.e. patients who have had an unsuccessful operation), the choice of 
treatment lies between another vaginal operation and some more extensive procedure 
involving a combined abdomino-vaginal approach or a purely abdominal approach. 
The success of a further vaginal operation varies inversely with the degree of fibrosis 
produced by the previous operation. In those patients with much fibrosis some further 
supporting procedure is needed to elevate and maintain the bladder neck behind the 
symphysis pubis. The various abdomino-vaginal operations and purely abdominal 
operations are discussed and briefly described. The author's abdominal operation, in 
which a sling is formed from the round ligaments of the uterus, is described. The 
advantages of this procedure over others described are: (1) only one incision is 
needed: (2) there is no weakening of the other structures from which strips of fascia 
are taken: (3) the ligamentous sling is somewhat stronger than fascial strips: (4) 
an anchoring stitch through the ligament and pelvic floor tends to prevent too close 


approximation of the bladder neck to the symphysis pubis with resulting retention that 
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may need further operative procedures for its relief. This stitch also prevents the sling 
riding up from the level of the bladder neck, prevents the pull being exerted solely 
on the bladder neck itself. and approximates the two halves of the pelvic floor behind 
the bladder neck to form a supporting shelf. 12 references. 3  figures.—Author’s 
abstract. 


Physiologic Therapy for Urinary Stress Incontinence. ARNOLD H, KEGEL, Los Angeles. 


Calif. J.A.M.A. 146:915-17. Julv 7. 1951. 


In the past. more advanced cases of urinary stress incontinence were treated by 
surgical intervention, but not always with satisfactory results. No suitable conserva- 
tive therapy for early and moderate urinary stress incontinence during the childbear- 
ing years existed until the present. In the overwhelming majority of cases, the condi- 
tion is due to inherent weakness of the muscles surrounding bladder neck and vagina, 
combined with evidence of loss of function and atrophy of the pubococeygeus muscle. 
Muscular dystrophy may be aggravated through superimposed trauma from childbirth 
or surgical interventions, but it is mostly due to insufficient development of an action 
pattern early in life. Function and structure of the pubococcygeus can be developed 
and urinary stress incontinence corrected through muscle education and _ resistive 
exercise. Marked roominess of the middle third of the vagina, ascertained by 
digital palpation. indicates atrophy of the pubocoecygeus. The presence or absence 
of contractions of the pubococeygeus muscle is determined during vaginal examination 
for function, Residual contractions are felt as a slight tensing of the lateral margin in 
the anterior quadrant of the vagina or the posterior quadrant of the perineum. In 
other instances, tensing of the pillars of the pubococeygeus may be brought on by 
exerting strong efforts. as though to stop a bowel movement, to stop the flow of urine, 
to retract the perineum, or to squeeze the palpating finger. Frequent repetition of such 
movements will not only increase the strength of contractions, but will enable the 
patient to perform them under voluntary control. In most cases, however, voluntary 
contractions of the major components of the levator sling alone will not suflice to 
correct urinary stress incontinence. To this end, resistive exercises which will strengthen 
the visceral extension of the pubococeygeus— which interdigitate and insert themselves 
into the intrinsic musculature of the vagina, bladder neck, and urethra—are required. 
Resistance over the entire circumference of the vagina is offered by the vaginal 
resistance chamber of the Perineometer. This apparatus is connected with a mano- 
meter, permitting visual control of muscular efforts. During the first month, a weekly 
check is required to ensure that the patient uses the correct muscles and for necessary 
reinstruction. In 75 per cent of the cases, patients present simple urinary stress incon- 
tinence. i.e., control is lost with coughing. sneezing, or straining. 

In this group. symptomatic relief is prompt, complete. and consistent. Severe urinary 
stress incontinence. often complicated by previous unsuccessful pelvic operations, was 
relieved in 84 per cent of instances. Exercises should be continued after symptomatic 


relief has been obtained until strengthening of the supportive and sphincteric structures 
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becomes palpable. Physiologic therapy is also indicated as a prophylactic measure in 
the prenatal and postpartum periods and after plastic operations involving pelvic 
tissues. 9 references. 1 figure.— Author's abstract. 


Retropubic Prostatectomy: A Comparison Between its Results and those of Previous 
Vethods over a Three-¥ ear Period. NORMAN L. NEWMAN, M.S. Sydney. Australia. 
Med. J. Australia 1:574-77. April 21, 1951. 


Two series of cases were examined. The first covered the period from 1944 to 1946. 
The method used was suprapubic, perineal, and transurethral resection. In this series, 
the total number of cases was 80; the overall mortality was 27.5 per cent. Seventeen cases 
were operated on by the perineal approach with 8 deaths, 55 cases by the suprapubic 
method with 13 deaths. and 8 cases by transurethral resection with 1 death. The 
average number of days in hospital after perineal operation was 33. after the 
suprapubic operation, patients averaged 34 days. and after transurethral resection, 
33 days. 

The second series covered the period from 1947 to 1949; there were 106 cases in 
this series of which 103 were operated on by the retropubic approach. The mortality 
ratew as 8 per cent. Simple hypertrophy of the prostate was present in 100 cases, and 
malignant disease in 6 cases. The average time spent in hospital after the retropubic 
operation was 28 days. 

Factors influencing the mortality rate are discussed. 

Blood Bank facilities were available since 1947, and all cases in the second series 
were given blood transfusions at operation. 

In the first series. 2 of the 7 deaths after perineal operation were caused by post- 
operative hemorrhage or shock within the first two days: of 15 deaths after suprapubic 
operation, 7 died of postoperative shock during the same period. Adequate blood 


transfusion may have reduced this mortality rate. 


In the second series. 2 of the 8 deaths were caused by in the first two days after 
operation. There was a high incidence of complication in the retropubic operations, 
the commonest being 16 cases of alkaline encrusted cystitis. 10 cases of postoperative 
stricture, and 4 cases of epididymo-orchitis. 

The method of treatment of the chronic cystitis was to acidify the urine. irrigation 
with Suby G Solution, and later. chloromycetin in 2 cases. 

In discussing operative technic, emphasis is placed on the importance of removing 
a V-shaped wedge of tissue from: the posterior aspect of the bladder neck to prevent 
postoperative bladder neck obstruction: division of the urethra with scissors at the 
apex of the prostate to prevent postoperative urinary incontinence which may be 
caused by avulsion of part of the membranous urethra; and vasectomy to prevent 


epididymo-orchitis. | reference. 1 figure. 5 tables—-Author’s abstract. 
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A Review of 100 Cases of Transplantation of the Ureters in the Treatment of 
Obstetrical Vesicovaginal Fistulae. vp. G. PRESTON. Nairobi, Kenya Colony, J. Obst. 
& Gynaec. Brit. Emp. 58:282-90, April 1951. 


The subject of this distressing condition is one of very considerable importance, 
particularly in those parts of Africa where female circumcision is practiced by the 
natives. Various operations for the relief ef vesicovaginal fistulae have always figured 
prominently in the lists of surgical procedures undertaken in native hospitals in East 
of Africa, and many of them. one is forced to admit. have been completely futile. 

The author, whose experience in this field is very extensive, gives three indications 
which lead him to undertake ureteric transplantation. These are: (1) a fistula large 
enough to admit one finger easily; (2) a vesicocervical fistula: and (3) marked 
fibrosis of the vaginal walls. In some cases scarring was so great that a finger could 
not be inserted into the vagina. It is the author’s practice to transplant both ureters 
simultaneously for reasons which are explained in detail. 


It is a formidable task to follow up cases in African reserve hospital; valoable 


information has been contributed in the detailed smmary of the series. Twenty-one 


cases died in hospital. and 11 cases died after leaving hospital. 5 within one year (one 
during child-birth) ; 2 died two years later (one during child-birth), 1 died after five 
years. and 2 died seven years after operation, one at an unknown period, probably after 
three years. 

Of 12 cases operated upon, 11 survived for 10 years or more. Perhaps the best 
record was established by those cases who were operated upon in a “bush” hospital 
nine years previously; 6 cases were treated in one year and were still alive nine years 
later. Sixty-eight per cent of the total operated upon have survived for periods varying 
from one to ten years or more, and the survival rate for those who left hospital was 
66.2 per cent. 

Those cases were treated in “bush” hospitals where there were no facilities for 
preoperative investigation, such as blood urea estimation and pyelograms; even in 
Nairobi, pyelograms were the exception because of a shortage of materials, particulariy 
during the war years. In fact. the whole series were treated and investigated under some- 
what adverse conditions. The review ends with a short discussion, 14 references. | table. 


luthors abstract. 
GYNECOLOGIC SURGERY 


Total Hysterectomy. NEIL W. SWINTON AND HAL HENSCHEN, Boston, Mass. Surg. Clin. 
North America 3] :861-68, June 1951. 


It has previously been reported from this clinic that the operation of total hysterec- 
tomy has been reserved primarily for those patients with malignant disease. In recent 
years. in accord with the increasing tendency among both general and gynecologic 
surgeons, total hysterectomy has been performed increasingly for benign lesions 
as well as for carcinoma. , 
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The oceurrence of malignant disease in the retained cervical stump has never, 
in the authors experience, seemed a serious problem. Before doing a supravaginal 
hysterectomy. it has always been the author's policy to do a diagnostic curettement, a 
cervical biopsy, histologic examination of tissue removed from the cervix and endo- 
metrium, and cauterization or coning of the cervix when the presence of malignant 
disease had been ruled out and where the cervix was not to be removed. It has probab- 
ly been due to this careful attention to local cervical pathology that. over the years. the 
development of malignant disease in the retained cervical stump has been reduced 
to an insignificant incidence. 


\s a result of the author's increasing interest in the early diagnosis of carcinoma of 
the cervix and the use of the Papanicolaou smear technic and cervical biopsies as 
routine procedures in all abnormal cervices. they believe that more and more total 
hysterectomies should be performed. 


Since this policy of performing more and more cervical biopsies and utilizing the 
Papanicolaou smear technic has been adopted, the number of patients with early 
carcinoma of the cervix which have been discovered at the clinic has increased 
markedly, The authors have previously reported that early invasive carcinoma of the 


cervix has been found in one or two per cent of all removed cervices. 


In their opinion, the operation of total hysterectomy entails somewhat more of a 
hazard to the patient. in many instances. particularly when there are extensive fibroids, 
pelvic endometriosis, or extensive pelvic inflammatory disease, than the subtotal 
removal of that organ. In patients referred to us who have had total hysterectomies 
elsewhere. we not infrequently see ureteral injuries, vesicovaginal fistulas, and prolapse 
of the vaginal vault: Iv our series of 1.588 patients. operated on between 1940 and 
1950 for both benign and malignant disease. there were 4 deaths in 539 total 
hysterectomies and 3 deaths in 1.049 subtotal operations. 


At the present time. total removal of the uterus and cervix at the clinic is being 
performed in approximately 50 per cent of all hysterectomies done. We believe this 
figure will increase somewhat in the future. although we do not believe that total 
hysterectomy should be adopted as a routine procedure for benign disease by the 
inexperienced surgeon or in those cases in which there is a known, and definitely 
increased, operative risk. 


The technic of total hysterectomy is described and illustrated in this article. In this 
procedure, the uterus and cervix are completely removed, with careful avoidance of 
both bladder and ureteral injury. and adequate support of the vaginal vault is obtained 
without shortening of the vagina. 


Total hysterectomy should be performed wherever possible. In the hands of the 
occasional operator, however, a supracervical hysterectomy is safer, except in malig- 
nancy. Abdominal hysterectomy, as performed the country over, carries with it a high 
mortality and a large percentage of injured ureters. We are enthusiastic about the 
vaginal approach jor total hysterectomy and have had no trouble in teaching a large 


number of resident surgeons proficiency in this technic.—A.W.B. 
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VASCULAR SURGERY 


Damage to the External lliae Artery: Report of a Case. H. HASKEL ZIPERMAN AND 
VINCENT peciiiTUs, Fort Dix, \. J. U.S.A.F. Med. J. 2:893-97, June 1951. 


During the course of a Cooper ligament type of repair of a left indirect inguinal 
hernia, the left external iliac artery was inadvertently torn by a suture needle. 
Arteriorrhaphy was accomplished but was followed by severe arterial spasm which 
compromised the circulation of the left leg. Continuous peridural block by the Curbelo 
technic was accomplished, and this was continued for four and one-half days. Adjune- 
tive therapy consisted of intermittent intravenous heparinization. Although arterial 
segmental spasm was not relieved. the collateral circulation was widely dilated, result- 
ing in excellent vascularity of the affected extremity. It is felt that this method for 
producing a functional sympathectomy of the lower extremities is simple to accomplish 
and is more effective than either the use of vasodilator drugs or paravertebral 
sympathetic block. It is recommended that this method be used for vasospastic 
conditions of the lower extremities where intense vasodilatation is needed and in the 
early treatment of frostbite. where indicated. 5 references.—Author’s abstract. 

This case report might be sufficient to cause a surgeon contemplating the use of the 
Cooper's ligament type of herniarrhaphy for an indirect inguinal hernia to fall back 
on the more conventional and safe methods. If the ligament is visualized, injury to 


the vessels may be less frequent than with the Poupart’s ligament repairs.—Ed. 


Antenatal Thrombosis. JEAN L. HALLUM AND ETHELWYN M. NEWHAM, Birmingham, 
England. J. Obst. & Gynaec. Brit. Emp. 58:278-281, April 1951. 
} 


J. M.S. Donaldson (1950) commented on the relative infrequency of thrombo- 


phylebitis during pregnancy but suggested that if cases were recorded, the frequency 


might be higher. 


From 1943-1950. only 5 cases out of 13.144 deliveries at Sorrento Maternity 
Hospital in Birmingham. were of antenatal deep thrombosis (0.037 per cent). 

Case 1: Mrs. M.. para. 1. aged 27 years. with no previous illnesses, developed deep 
thrombosis of the left lower limb in the thirty-sixth week of a previously normal 
pregnancy. With strict bed rest in the hospital and immobilization of the affected 
limb. the pain disappeared after four days. and the swelling diminished. The blood 
pressure rose to 200/112. Labor began spontaneously at term, the delivery being 
instrumental because of a delay in the second stage due to a large baby and persistent 
V.R.O.P. position. No attempt to rotate the head was made. The baby weighed 10 
pounds and 6 ounces. The puerperium was apyrexial and there was no recurrent 
thrombosis. 


Case 2: Mrs. C., para 1, aged 22 years, developed pain and swelling of the left 
lower limb in the twenty-seventh week of pregnancy. Despite 4 weeks in bed at home 
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and 2 in hospital the affected left limb was one-quarter inch larger in circumference 
than the right. Labor was spontaneous at the thirty-sixth week. the baby weighing 4 
pounds 13 ounces. The thrombosis recurred on the sixteenth day of the puerperium 
hut the patient walked out of hospital the same day! Five years later the left leg 
was three-quarters of an inch larger than the right. and Mrs. C. complained of pain 
in the left groin, worse premenstrually. She was frightened of a further pregnancy. 

Case 3: Mrs. F.. para. 2. aged 30 years. after a normal confinement in 1943, 
developed deep thrombosis of the lower left limb in 1945 when she was 37 weeks 
pregnant. After 3 days of strict bed rest in hospital she developed pain and swelling 
of the right lower limb. Two weeks later she had a spontaneous delivery of a 9 
pound baby in the V.L.O.A. position. During the puerperium Mrs. F. developed a 
superficial thrombosis of the left internal saphenous vein. 

On July 13, 1949. Mrs. F. had a third delivery and had to spend the last & weeks 
in bed because of her legs. The labor was normal. but thrombosis occurred in the left 
calf during the puerperium. Heparin was given. 

When examined on July 19, 1950, Mrs. F. complained of great inconvenience and 
pain due to swelling of the left lower limb at the least exertion. 

Case 1: Mrs. F.. para. 1. aged 23 years. with a generally contracted pelvis. developed 
pain and swelling of the right lower limb when she was about 37 weeks pregnant. 
\fter 4 days of strict rest in hospital and sulfonamide therapy. the pain and swelling 
subsided. Ten days later she was given 2 ounces of castor oil as the beginning of a 
medical induction of labor. Immediately Mrs. F. complained of substernal pain. 
Labor commenced three hours later and the maternal pulse rose rapidly to 140. per 
minute: cyanosis appeared without recurrence of the initial pain. Her color was soon 
“navy blue.” even in-anvoNygen tent. and the tachycardia persisted despite morphia. 
An electrocardiograph showed no abnormality. As cesarean section was contra- 
indicated. delivery was effected with forceps under pudendal anesthe-ia. The baby 
was white asphyxiated but soon improved. During the next few days the cyanosis 
vradually lessened. There was no cough or sputum, A temporary but marked systolic 
murmur became audible over the base of the heart. with a split pulmonary second 
sound. Repeated electrocardiographs and chest radiographs were normal. There was 
no recurrent thrombosis. The final diagnosis was multiple small pulmonary emboli 
with severe heart failure. 

Four months later the patient felt and looked well. There were no audible murmurs 
and the legs were of equal circumference. 

Case 5: Mrs. 5.. para 5. aged 30 years. had a rickety, flat pelvis and a history of 
previously induced labors. two at the thirty-sixth week and one at term, the largest 
baby weighing 6 pounds. At the thirty-fifth week Mrs. S. was admitted to hospital with 
anemia (hemoglobin, 49 per cent). She was given iron and vitamin B,» but failed 
to improve: she therefore received 1 pint of packed cells cross-matched with her 
serum and of the same blood group (0 Rhesus positive). Five days later there was 
deep thrombosis of the left lower limb. Ten days later. when there was still swelling 
of the limb. labor began spontaneously, the fetal head being high and free. It was 


decided to permit a short trial of labor but to perform a classical cesarean section. 
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with sterilization, if necessary. The delivery. however, was normal in the V.R.O.A. 
position, the baby weighing 5 pounds 15 ounces. Twenty-four hours later a course 
of intramuscular heparin was begun. There was no recurrent thrombosis. 

Discussion: The rarity of thrombophlebitis during pregnancy in the presence 
of activating factors such as an increased blood viscosity and a slowing of the venous 
circulation in the lower limbs (Kellar 1950 and Payling Wright et al 1950) suggests 
the presence of an anticoagulant during pregnancy. The beneficial effect of heparin 
postnatally in cases of thrombophlebitis might indicate its use antenatally. provided 
it did not precipitate placental or fetal hemorrhages. Heparin has been used to treat 
toxemia both at Helsinki and by J. Van Maeck and H. Zilliacus. New York (1948), 
but only 3 cases have been recorded and in only one was a living child obtained. 

Summary: Five cases of deep antenatal thrombosis have been recorded, one com- 
plicated by anemia; in one, at the beginning of labor, several pulmonary emboli 
oceurred with severe cardiac failure. Resultant morbidity is stressed. 4 references.— 
Author's abstract. 

The morbidity and late sequelae of deep venous thrombosis are considerable. The 
addition of vein interruption by ligation may increase these. Wherever possible, 
anticoagulant therapy bids to be the treatment of choice.—F4d. 


Some Points in the Management of Varicose Veins. ¢. H. WICKHAM LAWES, Sydney, 
Australia. M. J. Australia 7 :637-44, May 5, 1951. 


The author bases his article on his personal experience in operating on more than 
1.000 patients. In his discussion on anatomy. he points out that the lateral femoral 
cutaneous vein is important from the surgical point of view, for it is often very large 
and, running up the anterior aspect of the thigh, takes the place of the upper two-thirds 
of the long saphenous vein. which in these circumstances is small and unimportant. 
In diagnosis the course of the veins can be mapped out accurately in most cases by 
palpation. Because of the tortuosity of the vessel, the picture obtained by inspection 
is often inaccurate. The short saphenous vein is revealed if the patient bends the 
knee. If this is not done, even a large saphenous vein can be overlooked as it is hidden 
by the fascia at this point. The special tests used are the Trendelenburg tests, the 
three tourniquet test. and the reverse Trendelenburg test. which shows the patency 
of the deep veins. The rate and extent and direction of the reflux should be estimated 
as an accessory to the Trendelenburg test. When the tourniquet is released during 
the Trendelenburg test. careful note should be made of how quickly the reflux reaches 
the lower end of the limb. what path it takes. and whether or not a hold-up occurs 
anywhere in the limb. This information gives an exact preview of what will happen 
during a retrograde injection given at the time of operation. The main indication for 
operation is the transmission of pressure from the deep veins to the superficial veins. 
The aim of the operation is to stop this leak-back. wherever it occurs, If this is not 
done effectively. the treatment is a failure. The commonest site for a leak is at the 
sapheno femoral junction. It also occurs at the junction of the short saphenous vein 
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with the popliteal vein, and also through defectively valved communication veins. 
Routine division of communicating veins is unnecessary. In regard to operation, 
it must be realized that the crease of the groin is well below Poupart’s ligament. 
Incisions are often described as being made so many inches or centimeters below 
Poupart’s ligament. If the position of the crease in the groin is not realized. incisions 
will be placed too low. When a ligature is to be placed at the saphenofemoral junction, 
care must be taken that the junction is accurately located and clearly seen. The 
procedure is comparable with visualizing the junction of the bile ducts in biliary 
surgery. The femoral vein has sometimes been ligated. having been taken for the 
saphenous vein. The anterior, surfaces of the saphenous and femoral veins are in the 
same plane and the two veins cannot be identified from the anterior aspect. The 
junction can be clearly seen from the posterior aspect. The danger lies in excessive clear- 
ing of the vein in an overenthusiastic search for tributaries. It is not generally known that 
the long saphenous vein as it passes the knee also lies deep in a layer of thick fascia. In 
the superficial fascia. there is usually a small replica of the main long saphenous 
vein which may be missed. When once the leaks are sealed. as many residual veins 
as possible should be treated with retrograde injections. The author states that other 
methods of treatment scrapers. vein strippers. diathermy electrodes, ete. are not 
as satisfactory or as universally applicable as retrograde injections. This is particularly 
true of very tortuous varicose veins. The fluid injected -will find its way through the 
maze of veins where no metal instrument could safely pass. Retrograde injections 
are given from the /ossa ovalis and from the subsidiary vein sections. The commonest 
sites for these sections are where tributaries meet. below large bunches of varicosities, 
and in the knee region. The site of the injection depends on the length of vein to be 
sclerosed. An amount of 5 to 6 ml. is usually sufficient for half the length of the limb. The 
strength of the solution should be the lowest compatible with sclerosis. Complications 
can be avoided by attention to details of treatment. The author refers to the help 
given from phlebography and describes some pitfalls in technic and interpretation. 
He also discusses recurrences and reaches the conclusion that most of them are due 
to the adoption of faulty technic. 

The method described in this abstract has given disappointing results in the hands 
of many American surgeons and many are turning to more radical and definitive 


operations, such as stripping.— Ed. 


The Effect of Microwave Radiation on the Peripheral Pulse Volume, Digital Skin 
Temperature and Digital Blood Flow in Man. EMERY K. STONER, Philadelphia. Pa. 
Arch. Phys. Med. 32:408-16. June 1951. 


Sixty experiments were performed on 16 subjects to observe the effects of microwave 
irradiation applied to the forearm on digital blood flow. pulse volume. and tempera- 
ture. Various types of directors and different power outputs were uitilized. The 
heating period of 30 minutes and the 5 cm. distance between the director and skin 
were kept constant. 
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On the basis of the experimental evidence the following conclusions can be 
supported : 


1. Microwave irradiation to the forearm does not increase oral temperature or pulse 

rate. 

Vasodilatation is rapidly induced in both hands at the same time and to about 
the same degree. 

Complete vasodilatation was not produced in any of our subjects by treatment 
with microwave. 

The changes in digital pulse volume. temperature. and blood flow of the upper 
extremities in response to heating the forearm with microwave radiation were 
parrallel and varied directly with the power output that was applied. 

Burns from microwave energy can be sustained with only minor discomfort 
during the time of exposure. 17 references. 5 figures. 2 tables. 


A Case of Painjul Swelling of the Hand, G. ¥. ROwBOTHAM, Durham, England. Brit. 
M. J. 4706:505-67. March 17, 1951. f 


The patient in this case was a woman aged 56 years. Her complaint was that of 
severe pain in the hand and arm associated with swelling of the affected hand. 
\ firm diagnosis on the signs and symptoms was not possible. The periarticular 
distribution of the swelling was suggestive of rheumatoid arthritis, but it was felt 
that conditions such as toxic brachial neuritis and costoclavicular compression could 
not be entirely ignored. 


The condition was immediately relieved by anterior scalenectomy and upper 
thoracosympathectomy. At operation the veins in the supraclavicular triangle were 
found to be engorged and adhesions discovered about the trunks of the brachial plexus. 


The Surgical Treatment of Varicose Veins, TURLEY FARRAR, Memphis, Tenn, Memphis 
M. J. 25:89-91, June 1951. 


Review of the literature reveals a high rate of recurrence following surgical treat- 
ment of varicosities of the lower extremity. Various tests for determining incompetent 
valves and communicating branches are discussed. These tests can be simplified if one 
anticipates using the stripping procedure in obliterating the veins involved. The short 
saphenous should always be carefully examined. particularly in cases presenting 
varicosities of the posterior and lateral aspect of the leg. Careful history and physical 
examination should be made in all cases to rule out pelvic tumors, other general 
debilitating diseases, and other causes of secondary varicosities; also. careful evalua- 
tion of arterial circulation of the extremity is imperative. 


High incidence of recurrence following combined high ligation and_ injection 


methods has prompted us to revert to the stripping procedure. For the past two years 
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we have used the flexible Myers stripper and have observed the following advantages: 
postoperative pain and inflammatory swelling are reduced: the large venous reservoirs 
are removed; all communicating branches are disrupted; there is less danger of 
thrombophlebitis of the deep veins; there is no recanalization of veins. 

We believe that the stripped procedure is the most satisfactory method yet employed 
in eliminating varicosities. In certain cases it is necessary to use other methods such 
as multiple incision and injection therapy along with the stripping procedure. 12 
references. Author's abstract. 


ORTHOPEDIC SURGERY 


Establishment of a Bone Bank in a General Hospital. K. WILLIAMS-EDMARK. LOUIS 


H. EDMUNDS, AND JAMES W. MILLER. Seattle. Wash. Bull. Mason Clinie 5:38-41. 
June 1951. 


\ brief article describing the operation of a simple yet practical functioning bone 
bank is presented.|The authors’ experiences with 29 cases requiring the use of 
homogenous bone are summarized. Immediate end-results were good. Only one 


infection occurred which was thought not to be related to the bone graft. 


Resected rib and amputated limbs were the chief source of bone. One amputation 
provided sufficient bone for six different graft procedures. 


It should be added that homogenous bone is not as effective as antogenous bone 
as an osteogenetic Tagént. The use of bank bone should be limited to those rare 


instances when autogenous bone cannot possibly be obtained. -H.RMcC. 


Rapid Rehabilitation of Disabilities of the Knee. ROSE, Kansas City. AND 6. 
WARNER, Lawrence. Kansas. J. Kansas M. Soe. 52:49-52. Feb. 1951. 


Kighty-two patients with the common complaint of pain in, and instability of. the 
knee were subjected to progressive resistance exercise of the quadriceps. 

Fifty-six patients (71 per cent) achieved clinical remission by this means. Twenty- 
three patients (26 per cent) were improved. Three patients (4 per cent) were unim- 
proved. and 2 of this group ultimately were operated on, with removal of a fractured 
meniscus, 

The large majority of the patients were college-age adults. healthy except for the 
knee disability. The few older patients included in the series responded as well to 
the procedure as did the younger group. 

The effect of cross-education was repeatedly noted throughout the exercise series. 

The exercise program. although rigid in its employment. was easy to incorporate 
into the daily activities of the patient and necessitated only the keeping of accurate 
records and the willingness to engage in a treatment procedure which covers a 
reasonably long period of time. 4 references. 2 figures. 2 tables.—Author’s abstract. 
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The Painful Shoulder Syndrome. stRUAN J. T. ROBERTSON, Glasgow, Scotland. Glasgow 
Med. J. 32:16-22, Jan. 1951. 


A review of 103 cases of the painful shoulder syndrome, treated from 1944-1948 
at the Orthopaedic department of the Glasgow Royal Infirmary, was carried out 
concurrently with the observation and treatment of 161 recent cases. The incidence 
of the four main types in this series was found to be very similar to that described by 
Codman. 

From the radiographic aspect, apart from the cases with calcification in which the 
findings are usually definite, the appearances are mostly negative. The cystlike erosion, 
and the dense sclerosis described by Harrison and Neufeld, respectively, were observed; 
typical examples are illustrated from this series. The recent, very acute calcifications 
with an agonizingly sore, immovable shoulder were found sometimes to have a 
negative x-ray. despite aspiration from them of milky fluid confirmed biochemically 
to contain calcium, It is suggested, therefore, that such patients should have routine 
aspiration performed regardless of the negative radiographic findings as calcium is 
often thus removed and the relief is spectacular. 

Of the 103 cases reviewed from two to seven yeads after the onset of symptoms. 76 
were cured. 25 could be regarded as failures. and 2 had died of intercurrent disease. 
All had been treated conservatively with physiotherapy. and the cures occurred, on the 
average, within six months (a range of 4 weeks to 4 years). The failures. comprising 
19 partial tears, 1 calcification, and 5 with periarthritis (24 per cent of reviewed 
cases). would tend to contradict the belief held by some that all such cases recover. 


given time. Brown (1949). recognizing this, has evolved the procaine test which, he 


maintains. indicates those of the partial tear group with so extensive a lesion as to 
require operative repair. Difficulty was found. however, in interpreting this test with 
any accuracy in view of the additional pain caused by the injection of the procaine. 

The 161 recent cases were treated with a view to assessing the value of injection 
therapy and physiotherapy. A course of injections into the painful area of one or the 
other of the following fluids was given: proctocaine——a procaine in oil preparation, 2 
per cent procaine. normal saline. hypertonic saline. and sterile water. These were se- 
lected either for local anesthetic effect or as hypertonic or hypotonic media, The iso- 
tonic saline was used as a standard of comparison for them all. 

Proctocaine was found to be much too painful for the treatment of these conditions. 
A fair degree of pain also was apparent with the use of the other injection media. 
but. of these. normal saline was found to be the least painful and associated with the 
most profound improvement in the shortest time. 

The results showed 37 per cent cures in an average time of four months with 
physiotherapy alone, while a course of daily injections of 6 cc. of normal saline 
for 5-6 days produced a cure rate of 65 per cent in an average time of one month. 
There was reason to believe from these results that, while physiotherapy will remain 
the main-stay of treatment. even greater benefit may be obtained by combining it 
with an initial course of injections of normal saline. 5 references. 5 figures. 2 tables.— 
Author's abstract. 
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Industrial Injuries. J. P. BULL. Brit. M. Bull. 7:69-72, 1950. 


Studies of the relative importance of different types of injuries in British engineering 
industry are reported. It is probable that about seven per cent of workers injure them- 
selves in some way each day. and about one per cent report to the factory surgery. 
About two-thirds of these injuries are cuts and lacerations, mostly affecting the hands. 
Eye injuries vary in importance in different factories but often account for about 20 
per cent of cases at the surgery. 

On the average. about one per cent of these surgery cases are severe enough to cause 
loss of time of three days or more. Among these compensation accidents, septic condi- 
tions and fractures were the chief causes of lost time. Between 1946 and 1948. at a fac- 
tory studied in detail. there was a one-third reduction in the number of accidents and a 
similar drop in average duration, so that the total time lost was reduced to one-half. 
The proportional incidence of different types of accident was about constant, but the 
average time loss due to fractures and sepsis was lessened, probably by improved 
treatment. Little data are yet available on the types of injury causing permanent 
disability, but a review of 321 fatal industrial accidents showed that about half of 
these involved fractures, and many were head injuries. Six per cent of the fatal cases 


were attributed to sepsis and minor wounds. 


Analysis of injuries on these lines indicates specific methods of prevention, i.e.. 
goggles or reinforced boots. It also shows the importance of improved management 
of minor wounds, and some recent developments in this field are reviewed. 20 


references. 3 figures. l*table.—Author’s abstract. 


Diseases and Disorders of Muscle Function. D. MCEACHERN, Montreal, Canada. Bull. 
New York Acad. Med. 27 :3-23. Jan. 1951. 


The author discusses some of the mechanisms and treatment of certain neuro- 
muscular disorders. Myotonia is described, together with the relationship of myotonic 
muscle to potassium. It can be reduced by epinephrine, desoxycorticosterone. and 
quinine. It can be abolished by cortisone, but this is not permanent. Possible causes 
of myasthenia gravis are discussed, including the role of the thymus in this disease. 
Cortisone treatment results in exacerbation of symptoms. The interrelationship 
between hyperthyroidism and various neuromuscular disorders is described, The later 
work on Progressive Muscular Dystrophy is reviewed, and the pathology of dystrophic 
musele described. The question is raised as to whether disturbance of creative metabo- 
lism in this condition is merely an echo of muscle destruction, or whether its role is 
more primary and causative. Treatment with tocopherols and wheat germ oil is 
discussed. Periodic paralysis is due to low blood potassium and can be relieved by that 
salt. Hypo-potassemia may also be encountered in diabetes and cases of prolonged 
vomiting. and it should be looked for in transitory complaints of asthenia, stiffness, 
and aching muscles. The T wave change of the electrocardiogram is a rapid and 
sensitive indication of serum potassium level. Menopausal muscular dystrophy is 
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described in detail, both clinically and pathologically. This dystrophy responds to 
wheat germ oil. but much more rapidly to cortisone. Maintenance therapy is necessary. 
20 references. 5 figures. 1 table-—Author’s abstract. 


Effect of Immobilization in Various Positions Upon the Weight and Strength of 
Skeletal Muscle, 7. B. SUMMERS AND H. M. HINES, lowa City, lowa. Arch. Phys. Med. 
32:142-45, March 1951. 


A study was made of the effects of immobilization in various positions on the weight 
and strength of the gastrocnemius and soleus muscles in a total of 59 adult cats. The 
muscles were immobilized in neutral and shortened and stretched for 14, 28, and 
42 days. 


Immobilization in all three positions resulted in atrophy and loss of strength in the 
gastrocnemius and soleus muscles. The muscle weakness was due in part to atrophy 
and in part to damage to the tension-developing mechanisms. 


The extent of atrophy was greatest in muscles immobilized in the shortened position 
and least in the stretched or extended position. The stretched soleii showed hypertrophy 
at 14 days of immobilization, and atrophy was not presented until after 28 days. 
Immobilization in the neutral or resting position proved to be the least deleterious to 
muscle. In this position, no one muscle group is conserved at the expense of another. 
4 references.—Author’s abstract. 
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Cholangiogram with Diodrest 35% showing stone in distal end 
of common duct. Illustration, courtesy of Dr. J. Buckstein, 
author of “The Digestive Tract in Roentgenology” (Lippincott, 
1948) in which a whole chapter is devoted to this procedure 
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Easy Roentgenologic Detec- 
tion of “the 10 to 18 per cent 
of stones left behind after 
common duct exploration” ' 


“Since 1934 we have employed 
visualizing cholangiograms in 
all operations on the extra- 
hepatic biliary system. More 
than 1700 studies have been 
made and from this experience 
much information has been ob- 
tained. Operative cholangio- 
grams demonstrate congenital 
aberrations and anatomic dis- 
placements of the extrahepatic 
biliary system; determine 
patency of the ductal system; 
note number and position of 
offending calculi; designate 
functional status of the sphinc- 
ter of Oddi; outline fistulous 
communications; visualize bile 
reflux into the pancreatic ducts; 
detect intrusions of néoplasms 
which impinge on the large bile 
ducts or originate in the am- 
pulla of Vater; and visualize 
dilatation, sacculation or diver- 
ticular enlargements of the bile 
ducts themselves. Such exact 
information permits the sur- 
geon to select the operative 
procedures best suited to alle- 
viate existing pathologic 
abnormalities.” * 


1. Byrne, R. V.: Amer. Jour. Surg., 78:514, 
Oct., 1949. 


2. Hicken, N. F., Stevenson, U. L., Franz, BJ., 
Crowder, Earl: Amer, Jour. Surg., 78:347, 
Sept., 1949. 
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Stress, © common to severe infections, 
in surgery and burns, increases de- 
mands on adrenal cortical function. 
When adrenal cortical function is 
hard-pressed and recovery eatened 

or convalescence it inade- 
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mnoartnary tract infections: 


Prompt therapeutic response has been obtained 
with Terramycin in chronic pyelonephritis due to 
E. coli, and resistant to other chemotherapy. 
Urinary cultures became negative in 24 hours 
and remained so for a 4 week follow-up period. 
The clinical result was recorded as “good.” 
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